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Abstract 
Collaborative Care:  Exploration of a Transdisciplinary Model at a Community Based 
Health Center 
Patricia Bruner 
Maureen Davey, Ph.D., LMFT 
 
 
 Racial and ethnic minorities represent a growing portion of the population (United 
States Census Bureau, 2004) and tend to experience worse health and mental health 
outcomes as compared to White populations (United States Department of Health and 
Human Services, n.d.).  Since ethnic and racial minority populations tend to first seek 
mental health services through their primary care providers, more research is needed to 
explore how collaborative care between medical and mental health providers in primary 
health care settings can improve patient outcomes. The goal of this longitudinal mixed-
method study was to investigate collaboration among this transdisciplinary health care 
team at The Eleventh Street Family Health Services exploring the following 3 aims: (1) 
facilitators and barriers to collaboration; (2) how provider and patient characteristics 
affect the collaborative process; and (3) interdisciplinary collaboration from the 
perspectives of all members of the healthcare team, exploring the emphasis on family and 
community involvement in the process. 
 Regarding the first aim, the qualitative data revealed that many factors facilitated 
the collaborative process including collocation of services, multiple communication 
systems, and having a shared vision of patient care. Factors that impeded collaboration 
included poor communication between providers, lack of easy access through schedules 
and building layout issues, and overall work volume. 
 In terms of the second aim, qualitative results revealed that staff viewed their 
intense focus on patient care and mutual respect for each other as key aspects of their 
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characteristics as providers.  They also recognized that various provider characteristics 
such as professional role, gender, and age affected collaboration, but there were mixed 
responses regarding the level of awareness of the impact of their own race and culture.  In 
terms of patient characteristics, staff consistently noted that their patients tended to be 
underprivileged facing multiple issues such as ethnic and racial minority status, low 
socioeconomic income, poor health care history, and exposure to trauma and violence.   
 Finally, in terms of the third aim, while the majority of the support staff tended to 
participate less often in discussions than the professional staff and department leaders and 
also tended to drop out at time 2 data collection, the support staff still made valuable 
contributions, highlighting the essential and unique role they played as the first point of 
contact for patients.  The level of family and community involvement was also explored 
in this study, with participants noting a more patient-centered approach, with only 
serendipitous family and community involvement which is an area of future growth at the 
center. 
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CHAPTER 1: INTRODUCTION 
Approximately 30 million people in the United States suffer from mental 
disorders, resulting in an estimated $217 billion lost in economic productivity (Milken 
Institute, 2007).  Vulnerable populations such as ethnic and racial minorities, women, and 
those of low socioeconomic status are particularly at risk for mental illness (Kessler et al., 
2001; Mauksch et al., 2001) and are less likely to receive adequate treatment (Brown et 
al., 2008; Chen & Patterson, 2006).  These vulnerable populations are also more likely to 
first seek mental health care in their primary health care setting (Oxman, Dietrich, & 
Schulberg, 2003; Unutzer, Schoenbaum, Druss, & Katon, 2006), making intervention at 
the primary care level an important objective.  To address these needs, research is needed 
to proactively explore how collaborative care between medical and mental health 
providers in primary health care settings can improve patient outcomes.   
Relevance to Couple and Family Therapy 
 
Collaboration between medical and mental health providers is relevant to the field 
of couple and family therapy (CFT) as an individual’s medical and mental health have 
broader implications than merely their own personal well being.  Research has shown that 
supportive relationships and structures can have direct, positive effects on health and 
functioning (Campbell, 2003).  Conversely, not having supportive interpersonal 
relationships and psychosocial support can result in less than optimal health outcomes 
(Lett et al., 2007).  Also, research shows that the health of one family member can affect 
the functioning of other family members (Sharpe & Rossiter, 2002).  These findings 
demonstrate the reciprocal nature of relationships and how the health of one family 
member should not be viewed and understood in isolation, but from a broader relational 
and societal perspective.  
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CFT has addressed the issue of collaborative care (CC) through Medical Family 
Therapy (MedFT).  McDaniel, Hepworth, and Doherty (1992) defined MedFT as the 
“biopsychosocial treatment of individuals and families who are dealing with medical 
problems.” (p. 2).  This approach emphasizes the interconnectedness of biological, 
psychological, and social aspects of experience, as well as the inclusion of the family in 
the health care process.  MedFT critiqued the fields of health psychology and medical 
social work as having too little emphasis on the relational aspects of health (Doherty, 
McDaniel, & Hepworth, 1994) and advocated for a more relational focus. 
MedFT defines CC as an interdisciplinary health care treatment approach on a 
spectrum ranging from parallel care to collaborative networking (Seaburn, Lorenz, Gunn, 
Gawinski, & Mauksch, 1996).  Parallel care consists of a referral process with minimal 
overlap of services, while at the other end of the spectrum is collaborative networking 
where there is a nonhierarchical co-provision of patient care and the inclusion of family, 
educators, and/or community in the process (Seaburn et al., 1996).  This model was 
initially informed by Biopsychosocial Theory (Engel, 1977). 
Theoretical Background 
Biopsychosocial Theory 
 Modern medicine has historically practiced out of the Cartesian tradition that 
emphasizes a mind-body dualism.  According to this philosophy, physical and mental 
health functions were seen as parallel but completely separate realms (Descartes, 1650).  
Modern medicine has continued this philosophy through its biomedical definition of 
health.  In 1977 the physician, George Engel, however, challenged this dominant way of 
thinking by proposing a Biopsychosocial Theory (BPS) to guide the practice of medicine.  
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He critiqued the Cartesian method of reducing objects into their component parts and 
asserted that this reductionistic thinking in medicine misses the intrinsic 
interconnectedness of medical and mental health.  He also emphasized how relationships 
and broader level systems are important elements in one’s health and functioning (Engel, 
1977). 
 He proposed a model where people exist within nested systems; starting at the 
cellular level and expanding up to relationships and societal processes (Engel, 1980). 
According to this theory, medical conditions cannot be fully treated and understood 
without a broader systemic approach to treatment.  Unless factors such as the patients’ 
relationships and environment are taken into account one cannot get a holistic picture of 
the situation.  He advocated for collaboration between health care providers (HCP), 
looking at the patients’ environment, and the inclusion of family in treatment. 
 This theory informed research on CC, including randomized controlled trials 
(RCT) on depression treatment.  These studies compared usual care to CC that included 
brief psychotherapy and/or antidepressants and found that CC improved outcomes on 
measures ranging from overall depression level (Unutzer et al., 2002), to suicide risk 
(Unutzer et al., 2006), and physical functioning (Callahan et al., 2005).  While this 
research demonstrated the interconnectedness of medical and mental health and the 
importance of interdisciplinary collaboration, it did not address the relational aspects of 
health or examine how contextual variables affected the process.  None of these studies, 
for example, included family members in treatment, and in most cases at least 75% of the 
sample was White.  MedFT helped to fill this gap by bridging family therapy and BPS 
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(McDaniel & LeRoux, 2007).  Seaburn et al. (1996) proposed the inclusion of an 
ecological perspective to further address these shortcomings. 
Ecological Theory 
 Ecological Theory was proposed as a model to explain psychological 
development (Bronfenbrenner, 1979).  It contained a similar structure to Engel’s BPS 
(1977) with a series of nested systems.  It started at the individual level with the 
microsystem which contained one’s direct relationships with other people or 
environments such as work and school.  The next level was the mesosystem which 
represented the interactions between two or more settings in which the developing person 
actively participates.  Outside of the mesosystem was the exosystem which contained the 
systems that one is affected by but does not directly interact with, such as the corporate 
office of one’s work.  The outer system was the macrosystem which contained the global 
and/or societal forces that affect one’s life.  Bronfenbrenner (1986) later added the 
chronosystem to account for developmental transitions over time.  Ecological Theory 
differs from BPS in its explicit focus on macrolevel processes.  Bronfenbrenner (1979) 
criticized psychology models as having a “deficit model of human function and growth.  
Such a model assumes that what we view as inadequacy or disturbance in human 
behavior and development…reflects some deficiency within the person”. (p. 290).   
The Feminist Critique 
 While the inclusion of Ecological Theory complements BPS in informing CC, 
feminist scholars have critiqued these two theories for their insufficient emphasis on 
salient variables such as power and gender (Bischof, Lieser, Taratuta, & Fox, 2003; 
Knudson-Martin, 2003; Luepnitz, 1988).  Ballou, Matsumoto, and Wagner (2002) 
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addressed this critique by proposing a Feminist Ecological Theory (FET).  This theory 
builds on Bronfenbrenner’s Ecological Theory with a more inclusive approach to 
environmental, social, and political factors.  They also emphasized how one’s emotional, 
spiritual, intellectual, and physical dimensions interact with his/her race, ethnicity, 
gender, and class, and how these factors play out in larger systems.  This larger 
framework provides a better lens through which to understand and practice CC and the 
current research in MedFT has contributed to moving health care towards this more 
inclusive focus. 
Statement of Purpose 
 The purpose of this longitudinal mixed-methods study was to investigate 
collaboration among a transdisciplinary health care team that integrated primary health 
and mental health services in a nurse managed community based health care setting 
which currently served an underprivileged population.  The Eleventh Street Family 
Health Services of Drexel University in Philadelphia was an ideal location for research as 
providers from the multiple disciplines work in close proximity to serve the primarily 
ethnic minority and low-income community members’ health care and wellness needs.  
In order to fully capture the experience of collaboration in the agency, all employees in 
the health center were invited to take part in this study including primary care, support 
staff, dental, health educators, nursing, behavioral health, and administration.   
 This study addressed several gaps in the extant research on collaborative care.  
Relatively few studies have explored collaborative models that specifically serve 
underprivileged populations (Grames, 2006; Willerton, Dankoski, & Martir, 2008).  The 
health disparities associated with underprivileged status necessitates research on how best 
 6
to serve these vulnerable populations.  This study addressed this gap by focusing on the 
collaborative process within an agency whose patients are 95% ethnic and racial 
minorities and predominately low-income.  A better understanding of the collaborative 
process when serving underprivileged populations can lead to improved CC models for 
addressing the current health disparities.  This emphasis was consistent with 
Bronfenbrenner’s (1979) focus on how macrosystemic processes affect development.  In 
addition, Feminist Ecological Theory (Ballou et al., 2002) expanded this focus with an 
explicit emphasis on salient contextual variables such as race, ethnicity, gender, age, and 
class.  
 This study additionally filled a major gap in terms of what types of members of 
the healthcare team were previously included in extant collaborative care research.  Most 
prior studies have focused primarily on the medical providers, particularly physicians and 
nurses, and to a lesser extant, mental health care providers.  Other members of the 
healthcare team such as front desk staff, medical assistants, and administration were 
rarely included in prior research studies, despite their vital roles in the overall healthcare 
process.   
 Engel’s Biopsychosocial Theory (1977) suggested that interdisciplinary 
collaboration was an essential element to patient care.  He asserted that all of the systems 
both within and around patients are interconnected, and that to effectively treat patients, 
providers who are working with those systems needed to be connected.  Likewise, while 
Engel (1977) stressed the importance of interdisciplinary collaboration, Bronfenbrenner 
(1979) explored how these interactions take place.  His model of mesosystems explored 
how multiple microsystems interacted.  A health center, such as Drexel’s Eleventh Street 
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Family Health Center, is similar to a mesosystem, with multiple teams, or microsystems, 
interacting with each other.  Therefore, in order to better understand collaborative care it 
was important to include the entire healthcare team in the picture. 
 The three primary aims of the study were to understand: (1) What facilitates 
and/or impedes collaboration?; (2) How provider and patient characteristics affect the 
collaborative process when serving underprivileged populations ?; and (3) The 
collaborative process from the perspective of all members of the healthcare team and to 
explore the emphasis on family and community involvement in the process  These 
primary aims were vital in addressing the broader goal of addressing the current health 
disparities and integrating a couple and family therapy systemic focus into healthcare.   
A secondary aim was to better understand health care systems that do not 
currently employ couple and family therapists (CFTs) in order to facilitate CFTs entering 
the systems.  Research at sites that do not currently employ CFTs will help to inform the 
field about how these health care systems operate, and how CFT’s can position 
themselves to best fill in the gap within these services.  As the first couple and family 
therapist to conduct research at the site, this study may help to build a relationship 
between Drexel’s Couple and Family Therapy (CFT) program and the heath center, and 
directly facilitate the future entrance of couple and family therapists into their health 
center.  Drexel’s CFT Masters program has been working on establishing internship 
positions at the health center (S.Brooks, personal communication, November 11, 2008).  
Therefore, this study may further this objective by building a collaborative relationship 
with the health center, and will also inform the CFT program about the CC model 
currently practiced.  This information is valuable for potential CFT interns and could aid 
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in their understanding of the system, leading to success in this collaborative care 
environment.  
Vulnerable populations such as racial and ethnic minorities represent a growing 
portion of the population (United States Census Bureau, 2004), while at the same time 
experiencing worse health outcomes compared to White populations (United States 
Department of Health and Human Services, n.d.).   These findings suggest that the 
proportion of the population experiencing health disparities may increase, therefore, 
finding optimal ways to address these health and mental health disparities are a crucial 
objective.  Furthermore, the systemic focus in couple and family therapy can offer a 
much needed holistic perspective in addressing health disparities.  As the BPS (Engel, 
1977), Ecological (Bronfenbrenner, 1979), and FET (Ballou et al., 2002) perspectives 
suggested, one’s inner processes, relationships, and place in societal and global processes 
are all interconnected, making CFT’s emphasis on the relational aspects of mental health 
a core piece of the overall healthcare picture.         
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CHAPTER 2: LITERATURE REVIEW 
 The present chapter describes the three theoretical frameworks, Biopsychosocial 
(Engel, 1977), Ecological Theory (Bronfenbrenner, 1979), and the Feminist critique 
(Ballou et al., 2002), which guided this mixed-method dissertation study.  It also reviews 
several bodies of literature that support the importance of this dissertation study.  First, a 
review of the medical family therapy literature, in particular the inclusion of relationships 
in collaborative care will be described.  This body of literature will demonstrate that 
relationships have a crucial effect on health and health care practices and must be 
considered in the healthcare process.  Second, the literature on the causes and treatment 
of health disparities will be reviewed.  This literature illustrates the multi-systemic causes 
of health disparities, and the challenges in addressing them. Third, a review of the 
collaborative process between healthcare providers will demonstrate the benefits of 
collaboration for providers and patients, as well as the factors that facilitate and/or 
impede collaboration.  These various bodies of literature support the need for a better 
understanding of the challenges associated with developing collaborative care that serves 
the needs of underprivileged populations and is informed by three theoretical frameworks 
which are first described below.   
Theoretical Frameworks  
Biopsychosocial Theory 
 George Engel (1977) critiqued the reductionist thinking inherent in the biomedical 
model calling for a new medical model.  He asserted that the current biomedical model 
was based on the assumption that disease is the result of deviations from measurable 
biological norms, and that the causes of disease could be narrowed down to specific 
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chemical and physical phenomena.  According to Engel, this reductionistic biomedical 
model left no room for the psychological or social dimensions of health.   
He explored the effects of grief to illustrate how the biomedical model was 
inadequate.  He noted that while grieving, people often experienced both emotional and 
physical symptoms.  According to the biomedical model, one would primarily look for a 
somatic cause.  A complete explanation, however, cannot be reached unless the 
psychological and social dimensions are also considered.  Furthermore, he noted that 
patients who have suffered from a disease or injury may continue to suffer even after the 
biological wounds have been cured.  He, therefore, proposed a new model that examined 
health at the intersection of our biological, psychological, and social experiences (Engel, 
1977). 
Engel identified six key issues that the new Biopsychosocial Model would need to 
address.  The first was the biomedical assumption of disease being tied into biochemical 
deviation.  He noted that abnormalities within patients may be present, but the patients 
themselves, may not be ill suggesting that the abnormality is a necessary but insufficient 
requirement for the illness to be expressed, as other environmental factors may play a 
role.  Second he noted the need for a scientific approach to behavioral and social 
information.  Disease is often linked to particular behavioral and psychosocial 
expression, thus making it crucial in diagnosis and treatment to understand the 
connections between the biological and the psychosocial dimensions.   
Third, he stated that one’s psychosocial and physical environment may interact 
with existing biological conditions and in turn, affect the susceptibility to disease, time of 
onset, and duration.  The fourth issue to be addressed was how psychological and social 
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factors influenced when people were viewed as sick.  He suggested that illness is tied to 
social beliefs and norms which affects when and how it is diagnosed and treated.  Fifth, 
he discussed how patients may continue to be ill even after a biochemical defect has been 
remedied, suggesting that illness is not only tied to biological factors but also to social 
ones.  Finally he noted that the relationship between the physician and patient does shape 
the course of illness, with a positive and supportive relationship resulting in better health 
outcomes, and vice versa (Engel, 1977).         
 Engel (1980) proposed a Biopsychosocial Model where people exist within nested 
systems; starting at the cellular level and expanding up to relationships and societal 
processes. He viewed this as a dynamic recursive system where each level has a 
bidirectional influence.  According to this theory, medical conditions cannot be fully 
treated and understood without a broader systemic approach to treatment.  Unless factors 
such as the patients’ relationships and environment are taken into account one cannot get 
a full picture of the situation.  His model differed from the traditional biomedical model 
in its emphasis on the psychological and social levels of the overall system.  Engel 
asserted, however, that the interconnectedness of the systems made it impossible to 
effectively treat illness through an isolated focus on only one of the levels.  He advocated 
for collaboration between health care providers (HCP), looking at the patients’ 
environment, and the inclusion of the patient’s family in treatment. 
 Engel’s Biopsychosocial Theory (1977) informs the current dissertation study 
through its emphasis on the interconnectedness of medical and mental health 
emphasizing the impact of relationships on health.  These two elements of 
Biopsychosocial Theory will be key factors in the proposed study as it is designed to 
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explore the interconnected dimensions of health by exploring the experiences of diverse 
healthcare providers and how they manage collaboration on patient care.  Engel also 
asserted that health must be addressed from the perspective of all three levels: biological, 
psychological, and social.  This often entails receiving healthcare from multiple providers 
with varying specialties.  Therefore, the BPS theory suggests that how these healthcare 
providers interact and relate to each other is an essential part of healthcare.   
This study also explored the relationships between the providers and the emphasis 
placed on the inclusion of family and community in patient care.  BPS theory asserts that 
health is shaped by interpersonal relationships, therefore understanding how this is 
addressed in healthcare is an essential part of implementing the model.  While Engel’s 
BPS theory (1977) stressed the importance of including the biological, psychological, and 
social aspects of health, it was less specific on how the relational aspects of functioning 
impact health and development.  Therefore, Bronfenbrenner’s (1979) Ecological Theory 
complements Biopsychosocial Theory by focusing more specifically on the relational 
aspects of development, which is next described.  
Ecological Theory 
  Urie Bronfenbrenner (1979) proposed an Ecology Theory of human 
development.  He critiqued existing theories of development as being deficit based, and 
limited in their focus of what constitutes one’s environment.  Bronfenbrenner’s (1979) 
first assumption in developing the theory was that  
The ecology of human development involves the scientific study of the 
progressive, mutual accommodations between an active, growing human being 
and the changing properties of the immediate settings in which the developing 
person lives, as this process is affected by relations between these settings, and by 
the larger contexts in which the settings are embedded.(p. 21). 
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A key concept within his theory was reciprocity, or the bidirectional interaction 
between a person and his/her environment.  He viewed the mutual interactions between 
people and their environments as a key process in development. To further illustrate his 
model, he defined one’s environment as having five levels (Bronfenbrenner, 1979; 1986).  
The first level was the microsystem, or the relationships, roles, activities, and patterns 
experienced by the developing person in a particular setting.  In the case of the healthcare 
system this would be the role, specific responsibilities, and relationships experienced by 
the healthcare providers.   
The next level was the mesosystem.  This level comprised the interactions 
between two or more settings that the individual engages in.  In a healthcare center, the 
center as a whole can be considered one microsystem, however that microsystem can 
then be divided into different types of microsystems, such as primary care and dental, and 
these microsystems can be further divided according to the respective professional roles.  
Therefore, the mesosystem represents the interactions between these various 
microsystems (1979).  
The third level was the exosystem (Bronfenbrenner, 1979).  This system referred 
to one or more settings that the individual does not directly interact with, but which still 
affects him/her.  In a healthcare center this could represent the higher organizational level 
leaders, such as a hospital board of directors who set the policies for the center, but who 
do not directly interact with the healthcare providers. 
The fourth level was the macrosystem (Bronfenbrenner, 1979), or the social and 
cultural belief systems influencing an individual’s environment.  These belief systems 
operate at many levels including national, racial, religious, and socioeconomic.  These 
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macrolevel processes have multiple effects in a healthcare setting.  These belief systems 
influence myriad factors such as who has access to healthcare, who provides it, how it is 
provided, how it is paid for, and who is included in the care.   
 Bronfenbrenner (1986) later added a fifth level, the chronosystem.  This level 
comprised developmental transitions over time in the various environments that 
individuals interact with.  In a healthcare system the chronosystemic level could 
influence development through changes at the microlevel in for example, an individual’s 
age, professional position, responsibilities, and relationships.  These microlevel changes 
over time may then result in mesolevel changes.  In turn, the exosystem may change over 
time with changes in the organizational membership and/or structure.  Finally, there may 
be macrolevel changes over time such as changes in healthcare policy or health care 
resources available in the national economy.    
Bronfenbrenner (1979, 1986) stressed the importance of understanding the full 
context within which people develop.  He critiqued other developmental theories as 
focusing too narrowly on one’s immediate environment and attributing developmental 
difficulties to individual deficits.  He asserted that rather than looking at individual level 
“deficiencies” more research needed to examine macrolevel processes such as poverty to 
explain individual development and functioning.  He (1979) also advocated for social 
justice when he asked,  
Why challenge, alter, and restructure the existing social order if not to make a 
more human ecology to create new micro-, meso-, and exosystems that better 
meet the needs of human beings and then…write these systems into a revised 
societal blueprint? (p. 291).    
 
 Bronfenbrenner’s Ecological Theory (1979) informs this study through its focus 
on multiple systems and on its emphasis on social justice.  The current study explored the 
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experiences of various healthcare teams within a nurse managed community based 
agency.  Each of these teams represents a microsystem and the study explores how these 
different systems collaborate with each other.  In addition, within each healthcare team, 
various team members have different roles and responsibilities.  Therefore the study is 
designed to also examine mesolevel processes by exploring how these various 
microsystems interact.  Bronfenbrenner’s framework and concept of reciprocity provide a 
useful model for understanding how these multiple systems within the health center 
interact by assuming that reciprocal interactions lead to ecological development and 
change.  Therefore, these reciprocal interactions provide the developmental context for 
each of the individuals in the health center, making an exploration of their experience of 
these interactions a crucial piece in understanding how collaborative care develops and 
operates.   
In addition, Bronfenbrenner stressed the use of research to address social justice 
issues.  Bronfenbrenner’s (1979) focus on macrolevel processes highlights how factors 
such as poverty, race, and socioeconomic status influence health. The current study 
examined healthcare providers who are primarily serving an underprivileged population.  
Few studies in the extant research have explored the experiences of healthcare providers 
serving underprivileged populations citation.   
The Feminist Critique 
 Bronfenbrenner’s (1979) focus on social justice highlighted the need to take 
factors such as socioeconomic status and cultural beliefs into account, however, feminist 
scholars have additionally critiqued psychologically oriented and couple and family 
therapy theories and research as lacking an adequate emphasis on power and gender 
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issues (Bischof et al., 2003; Knudson-Martin, 2003; Luepnitz, 1988).  In their analysis of 
gender and power issues in medical family therapy, Bischof et al. (2003) asserted that 
there is a lack of reciprocity within medical settings, with professionals such as mental 
health care providers, required to do the majority of accommodation as compared to 
medical providers.  In addition, differences in fee arrangements between providers further 
reinforce the power differences citation.  The authors stated that power differences may 
also be influenced by gender, with male providers generally having more power in both 
medical and mental health professions. 
 Likewise, Knudson-Martin (2003) asserted that healthcare providers require a 
recursive framework for understanding the interactions between gender and biology.  
According to Knudson-Martin (2003), gender differences influence the choices that one 
makes, therefore behaviors and roles must be understood within a gendered context.  She 
suggested that healthcare providers have a responsibility to explore how gender inequities 
have influenced health, and should look for opportunities to empower their patients.   
 In light of these critiques, Ballou et al. (2002) proposed a Feminist Ecological 
Theory (FET) to more fully address these issues.  Their model built on Bronfenbrenner’s 
(1979) original model with the inclusion of the four systemic levels.  The first level was 
the individual level.  This level represented one’s multiple dimensions such as biological, 
emotional, social, sexual, and spiritual, interacting over time.  Next came the microlevel, 
which corresponded to Bronfenbrenner’s microsystem level.  This included the 
immediate interactions and influences within different settings such as family, work, 
school, and friends.  The FET model then had an exosystemic level which included 
regional, state, and national influences such as education systems and structures, social 
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institutions, professional disciplines, religion, and culture.  Finally, FET proposed a 
macrosystemic level to encompass global processes such as politics, economy, physical 
environment, distribution of resources, values, and world views. 
 While the FET model was informed by Ecological Theory (1979), it differs in its 
explicit focus on multiple contextual variables.  This theory suggests that individuals 
have core coordinates of race/ethnicity, sex/gender, class, and age which interact 
profoundly with the individual at every level.  In other words, these core coordinates 
must be considered when examining the influences of any of the levels.  In developing 
the theory, the authors drew from the diverse fields of feminist theory, liberation 
psychology, transformative multiculturalism, and eco-psychology.  This more inclusive 
framework provided a collaborative model for understanding the complex phenomena of 
development. 
 FET informs the current proposed study by expanding the emphasis on contextual 
variables.  In a healthcare setting the core coordinates of race/ethnicity, sex/gender, class, 
and age influence not only the patients, but also the providers and the ways in which they 
collaborate with each other.  The healthcare provider is influenced not only by his/her 
coordinates, but also by those of the individuals they work with and the patients they 
serve in the community.  The current study explored how the coordinates of the patients 
and their providers influenced the collaborative process.   
Relevance to Couple and Family Therapy 
 The topic of collaborative care is relevant to the field of couple and family 
therapy (CFT) for several reasons.  First, CFT stresses the relational aspects of health and 
systemic models of therapy, similar to BPS Theory, Ecological Theory, and FET, view 
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relational interactions as key components in our functioning.  These theories assume that 
one’s individual functioning cannot be looked at in isolation from that of other 
interpersonal relationships and salient contextual factors (White & Klein, 2002).  
Therefore, this systemic approach is a natural fit with collaborative care, which also 
stresses how one’s relationships affect and shape health.   
 Secondly, CFT emphasizes the need to look at contextual variables such as race, 
gender, age, and class (Zimmerman, 2001).  These variables correspond to the core 
coordinates identified in the FET model.  Both CFT and the FET recognize how one’s 
contextual variables can affect every aspect of experience.  In CFT, these variables 
become an explicit part of the therapy process (Zimmerman & Haddock, 2001).  
However, this systemic framework suggests that the impact of these variables reaches far 
beyond just mental health.  Therefore, recognizing these broad implications, suggests that 
medical and mental health cannot be treated in isolation, and that collaboration with other 
healthcare professions is a natural extension of the work of couple and family therapists.  
 Finally, CFT explicitly considers the person of the therapist as an active 
component in any therapy process (Aponte, 1994).  In contrast to other mental health 
disciplines, CFT training includes an in-depth exploration of therapists’ personal 
backgrounds and how family of origin influences impacts the therapy process (Harris, 
Moret, Gale, & Kampmeyer, 2001).  This emphasis assumes that the therapist is an 
integral part of the system, not a neutral observer.  Similarly, Engel’s BPS Theory (1977) 
asserted that how healthcare providers interact with each other and the patient 
significantly affects patient outcomes and compliance with recommended health care 
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practices.  Therefore, the relationships between different types of providers are an 
essential part of the process.  
 In light of the complementarity between collaborative medical care and family 
therapy, McDaniel et al. (1992) proposed a model for collaborative care called medical 
family therapy (MedFT).  They defined this as a biopsychosocial systems model where 
all patient problems were a combination of biological, psychological, and social issues.  
They incorporated the term systems to emphasize the family systems approach where 
family patterns and interactions are essential components of understanding health.  Their 
model also stressed the importance of interdisciplinary collaboration between diverse 
health care professionals.  The model was originally informed by Engel’s BPS Theory 
(1977).  However, they expanded the original theory to include family therapies’ 
systemic analysis of social systems (Doherty et al., 1994).   
 The main goals of MedFT are to promote agency and communion (McDaniel et 
al., 1992).  Agency is defined as “active involvement and commitment to one’s own 
care.” (p. 9), or the ability to make personal choices about one’s illness and health care.  
A lack of control over illness leaves patients and their families feeling powerless and 
vulnerable.  By promoting agency, MedFT hoped to empower patients and families to set 
limits on the amount of control illness had over their lives, and to be able to advocate for 
themselves within the healthcare system. 
 Communion refers to a “the sense of being cared for, loved, and supported by a 
community of family members, friends, and professionals (McDaniel et al., 1994, p. 10).  
They recognized the powerful impact of supportive relationships, particularly in times of 
illness and disability, and saw healthcare providers as having an essential role in 
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promoting communion.  Therefore, MedFT recognized the strong connection between 
medical and mental health, the importance of relationships to health and well-being, the 
need to examine contextual variables and to empower patients, and the importance of the 
collaborative process between healthcare providers. Following is a review of the 
literature addressing these aspects of MedFT.            
Relational Focus in Collaborative Care Studies 
MedFT has made a major contribution to CC through the inclusion of the family 
and key relationships in the health care process.  While the RCT research has 
demonstrated improved outcomes, the interventions tended to focus solely on the patient 
and did not often involve significant people in the patients’ lives (Callahan et al., 2005, 
Unutzer et al., 2002; Unutzer et al., 2006).  Research has demonstrated a strong 
association between relationships, well-being, and healthcare practices (Campbell, 2003); 
therefore, MedFT has included an explicit focus on including relationships in the process. 
Studies on Relationships and Health 
The field of couple and family therapy has a long history of recognizing the 
connection between illness and family functioning.  Prior to Engel’s (1977) 
groundbreaking proposal of the BPS theory, Salvador Minuchin and colleagues. (1975) 
were documenting the use of family therapy in treating medical conditions.  They 
developed a psychosomatic model of illness in children to explore how family 
functioning impacts childhood illness.  Using case studies in families with children with 
diabetes, asthma, and anorexia nervosa, they found that specific family characteristics 
encouraged somatization in the ill child.  These characteristics included involvement of 
the child in parental conflict, enmeshment, over protectiveness, rigidity, and lack of 
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conflict resolution.  By tracking hospital admissions and medical indicators before and 
after participation in family therapy, they found that the health of the child improved 
following family therapy.  
This research emphasized the interconnectedness of wellness and relationships, 
and supported the stance of MedFT that illness is a biopsychosocial issue that includes 
the significant people that the ill person is connected to.  Numerous studies have 
demonstrated this important connection.  Benazon and Coyne (2000) studied how living 
with a depressed spouse affected the other spouse.  They used a quantitative design to 
study 49 wife-depressed couples and 30 husband-depressed couples.  The participants 
were current psychiatric patients and spouses at the Clarke Institute of Psychiatry or the 
University of Michigan Medical Center and were being treated for a mood disorder.  
Inclusion criteria included meeting criteria for current major depressive disorder or 
dysthymia, or were currently in treatment for past major depressive disorder.  Exclusion 
criteria included meeting criteria for bipolar I or II disorders.  Of the 105 couples who 
agreed to participate in the study, 79 couples completed all the measures and met 
inclusion criteria.   
The participants completed the Structured Clinical Interview for DSM-IV (SCID) 
(kappa coefficient of .79-.90), the Multiple Affect Adjective Check List-Revised 
(MAACL-R) (coefficient alpha of .92 for patients and .91 fro spouses), and a measure of 
burden developed by the authors (coefficient alpha of .96).  The authors found that 
spouses of depressed patient’s experienced higher levels of depression as compared to 
population norms, and reported a significant experience of burden, and that the spouse’s 
mood was predicted by their sense of burden, with greater burden predicting greater 
 22
depression.  They also found that female spouses reported greater burden than male 
spouses and the authors asserted the need to explore gender differences.  These findings 
supported the strong connection between relationships and health (Benazon & Coyne, 
2000).  
The previous study highlighted the impact of illness on the spouse, but other 
studies have found similar patterns in other types of relationships.  Hickey et al. (2005) 
expanded on Benazon and Coyne’s findings by examining the impact on family and 
marital functioning when one partner has depression or anxiety.  They conducted a 
quantitative study and compared 29 couples where one partner was depressed, 21 couples 
where one partner had an anxiety disorder, and 26 non-distressed control couples.  The 
groups were closely matched according to age, gender of identified patient, 
socioeconomic status, educational level, number of years married, and number and age of 
children.  The participants completed the Structured Clinical Interview for DSM-IV-TR 
Axis I Disorders (SCID-I/P), Self-rating Depression and anxiety Scales (SDS), Quality of 
Life Inventory (QOLI), Family Inventory of Life Events and Changes (FILE), Perceived 
Social Support Scale (PSSS), The Family Assessment Device (FAD), the Marital 
Satisfaction Inventory-Revised (MSI-R), and the Relationship Attribution Measure 
(RAM).  They found that compared to the control group, the depressed and anxious 
groups had significant difficulties in the following four domains: (1) quality of life, 
stress, and social support; (2) family functioning; (3) marital functioning; and (4) 
relationship attributions; with the depressed group showing the greatest difficulties.  
These findings provide further evidence of how illness impacts interpersonal 
relationships at multiple levels.  
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The previous two studies explored the impact of adult illness, but similar patterns 
have been found at the sibling level.  Sharpe and Rossiter (2002) performed a meta-
analysis of studies on siblings of children with a chronic illness.  They selected 51 
published studies focusing on siblings of children with chronic illness that used 
quantitative analysis and also used a comparative group or normative data.  They 
excluded qualitative studies, those without comparative or normative data, and those that 
focused on adult siblings.  They found that siblings of children with a chronic illness had 
worse psychological functioning, impaired peer activities, and lower cognitive 
development as compared to controls.  This study is particularly significant in that it 
demonstrates that not only does the chronic illness in a child impact his/her sibling, but 
that the sibling’s peer relationships are also impacted.  This demonstrates how the impact 
of illness in one individual can radiate out to many levels and types of family 
relationships.    
Benazon and Coyne (2000) found that the impact of living with a depressed 
spouse differed by gender, suggesting that an illness can affect relationships differently 
depending on the individual and family characteristics.  To explore this issue, Lobato, 
Kao, and Plante (2005) compared sibling knowledge and adjustment to chronic disability 
in Latino versus non-Latino siblings.  Latino participants were recruited from hospital 
clinics and community agencies serving children with disabilities and their families.  The 
non-Latino participants were recruited from a preexisting database of families who 
participated in a prior study on sibling adaptation.  Twenty Latino siblings aged eight to 
14, and 20 non-Latino siblings aged eight to 13 were matched according to family 
income, one versus two parent family, maternal age, number of children in the family, 
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sibling gender and relative birth order, age, gender, and time since diagnosis of the ill 
sibling.   
Assessments were performed in the clinics or at the participant’s homes.  Parents 
and siblings completed separate questionnaires and structured interviews in the language 
of their choice.  A research assistant read the questionnaires aloud to all of the siblings 
and 16 of the Latino parents and recorded their responses.  The four other Latino parents 
and all non-Latino parents completed the questionnaire independently.   All of the parent 
and sibling interviews were audiotaped.  Siblings were administered a qualitative 
interview to assess sibling knowledge of disability.  The interview had the siblings rate 
their knowledge of the sibling’s disability, their understanding of the disability, and their 
understanding of how their sibling came to have the disability.  Inter-rater reliability was 
1.0 for question one, .89 for question two, and .91 for question three.   
The parents and siblings also completed the Sibling Perception Questionnaire 
(SPQ) to assess interpersonal relationships (alpha coefficients .44 parents, .71 siblings 
Latino; .50 parents, .68 siblings non-Latino), intrapersonal relationships (alpha 
coefficient .61 parents, .55 siblings Latino; .61 parents, .49 siblings non-Latino), fear 
(alpha coefficient .68 parents, .76 siblings Latino; .70 parents, .48 siblings non-Latino), 
and communication about the sibling’s condition (alpha coefficient .80 parents, .51 
siblings Latino; .27 parents, .02 siblings non-Latino).  The authors combined the 
interpersonal, intrapersonal, and fear subscales to form one negative adjustment scale 
(alpha coefficient .75 parents, .73 sibling Latino; .71 parents, .77 siblings non-Latino) 
which was used in the final analysis.  Parents also completed the Child Behavior 
Checklist/4-18 to assess sibling global behavioral functioning, and both parents and 
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siblings completed the Three Wishes Interview to gather information on the siblings 
psychological functioning and emotional experience.   
A one-way analysis on variance (ANOVA) was used to compare the Latino and 
non-Latino participants.  The authors found that Latino siblings had less knowledge about 
their sibling’s disorder and clinically significant levels of internalizing problems as 
compared to their non-Latino counterparts.  These findings suggest that not only are 
children affected by a sibling’s illness, but that there are cultural differences in 
adjustment to illness with clinically significant consequences. 
Similarly, Chesla et al. (2003) compared family predictors of disease management 
in Latino and European American (EA) patients with type two diabetes over time.  
Participants were identified from billing and clinical data bases from 11 healthcare 
facilities in the United States.  Inclusion criteria included being diagnosed with type two 
diabetes within the last one to nine years, patient age between 25 to 62, no major diabetes 
complications, patient and consenting partner cohabiting at least three years, and self 
identifying as Latino or EA.  Of 262 eligible participants, 113 EA and 74 Latino patients 
agreed to participate.   
At time one (T1), participants completed measures of the family structure and 
organization, world view, and emotion management; as well as measures of disease 
management.  The family measures were comprised of a 13-item scale on organization 
and cohesiveness (alpha coefficient .76 EA, .68 Latino), a 13-item scale assessing if the 
family perceives the world as understandable, meaningful, and manageable (alpha 
coefficient .84 EA, .71 Latino), and a modified version of the unresolved conflict scale of 
the Multidimensional Assessment of Interparental Conflict (alpha coefficient .75 EA, .64 
 26
Latino).  Measures of disease management were comprised of a self-care behavior 
summary including a food and activity record, monitoring glucose levels, the General 
Health subscale of the Medical Outcome Study (alpha coefficient .76 EA, .76 Latino), the 
Diabetes Quality of Life scale (alpha coefficient .91 EA, .94 Latino), and the Center for 
Epidemiological Studies Depression Scale (alpha coefficient .89 EA, .85 Latino).  All 
research assistants were bilingual and all measures were available in English or in 
Spanish.    
At time two (T2) which was one year later, participants completed the same 
measures of disease management again.  Follow-up data were available for 104 EA and 
57 Latino participants, and the authors noted that ethnicity was the most significant 
variable associated with attrition at T2.  The authors compared the means and standard 
deviations of the disease management measures from T1 to T2, as well as performing t-
tests and chi square tests to evaluate the differences in mean change and variability 
between Latinos and EAs.  The disease management variables were then regressed on the 
T1 family measures to explore the impact of family functioning on disease management 
over time. 
The authors found that in measures of disease management over time depressive 
symptoms decreased for EAs, and physical activity decreased for Latinos, and that the 
two groups were significantly different in level of activity.  In terms of family predictors 
of change in disease management, high unresolved couple conflict at T1, predicted poorer 
diet for EAs, and a decline in diabetes quality of life for Latinos at T2.  They also found 
that in EAs, higher T1 scores on family coherence predicted improved general health and 
decreased depressive symptoms at T2.  In contrast, high coherence in Latino couples at 
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T1 actually predicted calorie over consumption and poorer diabetes management at T2.  
The authors did state that the results must be interpreted with caution due to the small 
sample size and amount of attrition in the Latino sample.  However, the data do suggest 
that there is a salient relationship between health and relationships, and provided 
provocative findings suggesting significant cultural differences in disease management. 
Models for Addressing Illness in a Relational Context 
Given these significant findings, the field of MedFT has proposed models for 
addressing illness within a relational context.  Preece and Sandberg (2005), for example, 
conducted a quantitative study on the impact of family resilience on fibromyalgia 
management.  They surveyed 150 people who self-identified as having been diagnosed 
with fibromyalgia.  Participants were recruited via internet postings to websites, email list 
serves, and electronic bulletin boards associated with fibromyalgia.  Participants who 
indicated interest in the study were directed to a website exclusively set up for the study, 
where they were given the option to complete the study online, print and mail in the 
study, or have the study materials mailed to them.  Participants were 93% female and 
94.5% White which the authors noted is similar in demographics to other, larger 
fibromyalgia studies.  Each participant completed a demographic questionnaire, the 
Health Care Utilization Survey (HCUS) (no psychometric data available), the 
Fibromyalgia Impact Questionnaire (FIQ) (good validity and reliability), the Chronic 
Pain Coping Inventory (CPCI) (alpha coefficients from .70-.84), and the Family Index of 
Regenerativity and Adaptation-General (validity ranging from .23-.99, reliability ranging 
from .69-.82).   
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The family resilience indices were regressed onto the FIQ, CPCI, and HCUS, and 
the authors found that stress and family strain were associated with greater reported 
health problems and functional disability and that family social support and hardiness 
were associated with decreased disability and improved coping.  The authors noted in 
their literature review that medical treatment alone has not been effective in treating 
fibromyalgia, and that given their findings, intervention at the family level may be a 
powerful tool in treatment.     
Campbell (2003) similarly explored the use of family interventions for physical 
disorders.  In his literature review, he described pathways by which families can affect 
health, and reviewed studies on the use of family therapy in the treatment of childhood 
illness, family care giving of elders, spouse involvement in chronic adult illness, and 
health behaviors.  He noted that there is ample evidence that the family impacts health 
and healthcare practices, but insufficient studies have clearly documented family 
therapies’ effectiveness in addressing physical disorders.  While family interventions in 
the treatment of family caregivers of dementia patients were well documented, he 
suggested a need for more research on family interventions for adult illness, and that 
family involvement in health care preventive behaviors was an area of great promise.  
This review suggested that while the connection between relationships and health are 
well established, more research is needed to build on the current knowledge of family 
interventions for physical disorders.    
In order to address this gap in the literature, Crane and Christenson (2008) 
conducted a quantitative study of patterns in outpatient services reduction for high 
utilizers of health care.  They examined the medical utilization records of 292 subjects 
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who attended individual, couple or family therapy.  Participants were drawn from a 
preexisting sample of subjects belonging to the FHP-Utah HMO.  The FHP Management 
Information System provided a list of enrollees who had received psychotherapy.  This 
list was grouped according to participation in individual (n=120), marital (n=52), or 
family therapy (120).  The family therapy group was then subdivided into those who 
attended family therapy and were considered the identified patient (FTIP, n=60), and 
those who attended family therapy but were not the identified patient (FTOP, n=60).  
Data was collected for time one (T1), which was a six month period prior to attending 
therapy, time two (T2), a six month period following the initiation of therapy, and time 3 
(T3), a six month period that started six months after completion of therapy.  Inclusion 
criteria included membership in the staff model FHP-Utah HMO for at least six to 12 
months prior to the initial therapy session, and attendance of at least three therapy 
sessions during T2.    
The researchers used ANOVA’s to examine how types of outpatient care, number 
of health care visits, and rates of high utilization varied by type of therapy.  They found 
that participation in couple and family therapy resulted in decreased medical utilization 
compared to individual therapy.  They also found that when seeking urgent care, 
participation in family therapy had greater impact on family members who were not 
identified as the patients than those who were identified as the patients.  These findings 
suggest that a relational approach to treatment may provide the most benefits to the 
identified patient as well as their families. 
In order to address the impact of illness on other family members, Shields and 
Rousseau (2004) developed an intervention for breast cancer survivors and their spouses.  
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Using mixed methodology they first held focus groups to elicit the concerns of the 
participants comprised of the breast cancer survivor and their spouses and then designed 
an intervention to address their identified concerns.  In the focus group phase, 10 couples 
were recruited through the James P. Wilmot Cancer Center at the University of Rochester 
(URCC).  The focus group discussions explored the couple’s experiences with the 
diagnosis and treatment for breast cancer.  Four themes emerged from the groups.  The 
first was that there were no programs available that included the spouses.  The second 
theme was the need to tell the illness story.  The third theme was the spouses’ difficulty 
in communicating about the cancer.  The final theme was identity problems, where the 
participants were not sure if it was safe to consider themselves cured and to think about 
their futures.   
Following the focus groups the authors then designed an intervention that 
included spouses, focused on facilitating conversations about the illness, and increasing 
support.  For this part of the study, they compared three different treatment groups with 
pre intervention, post intervention, and three month follow up assessments.  The first 
group was comprised of 12 couples who participated in a two session intervention.  The 
second group of 21 couples participated in a one session intervention, and the third group 
of 15 couples was the control group and received no treatment and did not undergo post 
treatment assessment.   
The two session intervention consisted of 2-four hour workshops for patients and 
their spouses.  The one session intervention consisted on 1- four hour workshop.  The 
workshops had three major activities: (1) comparing and contrasting patient’s and 
spouses’ experiences with cancer; (2) strengthening communication about their emotions, 
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and (3) finding meaning and perspective regarding their experience with cancer.  The one 
session intervention omitted one exercise where the couples separated to discuss bridges 
and barriers to communication.  Pre Intervention participants completed the Mental 
Health Summary Score of the Medical Outcomes Study Short Form (SF-12) (r = .77) to 
assess the impact of mental health on daily functioning, the Impact of Events scale (IES) 
(r = .86) to assess cancer related stress, and the Revised Dyadic Adjustment scale 
(RDAS) (r = .90) to assess marital satisfaction.   The measures were then completed at 
post intervention and at a three month follow up.     
They found that couples who participated in the two session intervention scored 
better on the Mental Health Summary Score of the Medical Outcomes Study Short Form 
and the Impact of Events scale directly following treatment, and the scores continued to 
improve at the three month follow up.  However, there were no significant differences in 
dyadic adjustment following the intervention.  In contrast, the one session group showed 
improved scores on the SF-12 and IES post intervention, but at the three month follow up 
their scores were worse than in their original pre intervention assessment.  The authors 
cautioned that the small sample size made it difficult to draw conclusions from the data, 
however they suggested that the intervention showed promise in improving mental health 
in participants, and that the two session treatment may provide longer term results 
compared to the brief intervention.  This preliminary data offers preliminary support for 
the importance of psychosocial interventions for cancer patients and their spouses. 
Case studies have further illustrated MedFT’s relational approach to treatment.  
McDaniel, Harkness, and Epstein (2001), for example, used a case study of a woman 
with Crohn’s disease to illustrate a MedFT approach to CC.  Treatment included an 
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interdisciplinary team and therapy with the patient and her adult son.  As a result of the 
close collaboration and support given to the family, the mother and son improved their 
communication, were able to deal with her illness, and ultimately made more 
empowering decisions.  Other case studies in MedFT (Clabby & Howarth, 2007; Romi & 
Kowen, 2006) also suggested that flexible, interdisciplinary collaboration resulted in 
improved functioning and helped the patients and their families to feel heard, understood, 
and empowered to make decisions about their health. 
These studies suggest a salient and important connection between relationships 
and health, and provide evidence that including supportive relationships in treatment can 
improve outcomes, not only for the patient but also for family members of the patient.  
However, several gaps in the literature still exist.  While several of the studies examined 
how patient outcomes differed by gender and ethnicity, further research is needed to 
understand and address these health disparities and the ways in which collaborative care 
might affect outcomes.  Below is a review of research that has explored the causes of 
health disparities and possible models of care for over coming them.  
Focus on Health Disparities in Collaborative Care Studies 
 The above research demonstrates how MedFT has enriched CC models by 
including relationships in the process and in the outcomes evaluated.  However, the field 
has also made a contribution in addressing health disparities by looking at the contextual 
variables that affect and shape health and health care practices.  Health statistics show 
that racial and ethnic minorities have poorer health as compared to non-Hispanic 
Caucasians on indicators ranging from cancer to diabetes to immunizations (United 
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States Department of Health and Human Services, n.d.) to health care access (Cook, 
McGuire, & Miranda, 2007).   
Causes of Health Disparities 
Research on race, gender, and socioeconomic status (SES) disparities in self-
assessed health (Cummings & Jackson, 2008) has revealed that health disparities must be 
understood at the intersection of race, gender, and SES.  For example, Cummings and 
Jackson (2008) quantitatively examined data from the General Social Survey collected 
between 1974 and 2004 from 27,650 individuals.  The sample was comprised of non-
institutionalized adults, 18 years of age or older currently residing in the United States.  
The sample was weighted to be nationally representative of race.  The final analysis only 
included Whites and Blacks as the samples of other racial groups were too small for 
substantive conclusions.  Thirteen percent of the sample was excluded due to missing 
data, yielding a final sample of 27,650 participants.  The dependent variable of self-
assessed health was measured to rate their health as either poor, fair, good, or excellent.  
The authors noted that self-assessed health has been found to be a valid and reliable 
measure of overall health.  The independent variables included race, gender, 
socioeconomic status (SES), employment status, and marital status.  Control variables 
included age, region of the country, and survey year.    
Cummings and Jackson (2008) analyzed the data by examining descriptive 
statistics to explore the relationship between self-assessed health and race, gender, and 
SES.  Ordinary Least Squares regression was then used to evaluate the association 
between changes in self-assessed health and the independent variables.  They found that 
Black women tended to report the poorest health, Black people in general were 
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disadvantaged regardless of SES, and that education differed in how protective it was 
according to race and gender.  While higher levels of education were associated with 
higher self-assessed health for all groups, it had the greatest impact on White women, and 
the lowest impact on Black women.  The authors also found that the gender gap in self-
assessed health decreased significantly from 1974 to 2004, particularly for Black 
Women.  Overall, the authors noted that there appear to be health penalties associated 
with being female and being Black. This research suggests that understanding and 
addressing health disparities requires healthcare providers to address the intersecting 
contextual variables that impact health. 
Breland-Noble, Bell, and Nicolas (2006) corroborated this analysis in their review 
of the literature on bias in the provision of mental health services.  They found that 
African Americans tended to receive more punitive diagnoses as compared to Caucasians 
and have many unmet mental health needs.  They suggested that cultural mistrust of the 
medical and mental health system stems from a history of oppression including the 
Tuskegee syphilis experiment run from 1932 to 1972 where African American men were 
denied treatment for syphilis.  The authors also noted that African Americans tended to 
turn to their faith community or to use an active coping style that they described as “John 
Henryism” (Breland-Noble et al., 2006, p.156) to tough out problems and work harder, 
rather than seeking professional help.  They suggested that these factors coupled with the 
relatively few providers of color, little evidence base for treatments, and bias in services 
has kept African Americans from utilizing mental health services.   
To explore barriers to health care more in depth, Whaley (2001) performed a meta 
analysis of studies on cultural mistrust and mental health services for African Americans.  
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He performed a literature search on the term cultural mistrust, which yielded 31 
references.  After eliminating all non-empirical studies, two studies that examined the 
same data, an article that focused on intra-cultural experience, a dissertation that was later 
published, and a study that combined White and Black participants, 22 studies were 
included in the final analysis.  The statistical analyses evaluated the homogeneity of the 
effect sizes for the 22 studies, and to identify the moderating effects of specific study 
characteristics.   
The test of homogeneity found variability across the studies, however the result 
was not statistically significant (p>.10).  Specifically, published studies tended to have 
significantly larger effect sizes as compared to unpublished studies.  While the result was 
not significant, the author suggested that this may have been due to inadequate statistical 
power, and that publication bias may still have impacted the results. Contrary to 
expectations, the study also found that levels of cultural mistrust were not significantly 
different for counseling and psychotherapy studies as compared to studies in other 
domains.  Mistrust due to experiences with racism and oppression affected functioning 
across many psychosocial domains including: mental health seeking behavior, career 
aspirations, IQ, and social behavior.  Whaley (2001) found that the effect of mistrust was 
pervasive across multiple domains and was more evident in youth versus adult 
populations, suggesting that health disparities cannot be understood without taking the 
broad ramifications of factors such as racism and oppression into account.   
In order to better understand the impact of racism, Domínguez, Dunkel-Schetter, 
Glynn, Hobel, and Sandman (2008) examined racial differences in birth outcomes.  The 
authors collected prospective, repeated-measures observational data from 51 Black and 
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73 non-Hispanic White pregnant women at 18-20 weeks (T1), 24-26 weeks (T2), and 30-
32 weeks (T3) gestation through structured interviews and chart reviews.  Participants 
were recruited from an urban medical clinic in Los Angeles County, with a significant 
effort to recruit women at risk for preterm delivery.  Eligible participants were 18 years 
or older, English speaking, no more than 18 weeks gestation, having a single child, and 
not smoking or using drugs.  Of the 430 women approached for the study, 294 agreed to 
participate, and the current study only examined the data for participants identifying 
themselves as Black, African American, or non-Hispanic White.  Thirty-four of the 
participants were clients of the clinic, and 90 were referred to the health center by an 
outside private provider.  The authors noted that clinic patients were at significantly 
greater socio-demographic and medical risk and reported more chronic stress and less 
desire for the pregnancy as compared to private patients (Domínguez et al., 2008).  
Medical and socio-demographic risk factors were assessed through a health and 
income questionnaire.  Psychosocial stress was measured by the Perceived Stress Scale 
with a Cronbach’s Alpha ranking from .89 to .94, and state anxiety was measured with 
the Speilberger State-Trait Anxiety Inventory with internal consistency ranking from .85 
to .92.  A 24-item stressful life events inventory was also used but no references or 
psychometric information was given for the scale.  Pregnancy related stress was 
measured using an instrument developed in another study to measure anxiety during 
pregnancy, health of the baby, labor and delivery, and caring for the infant with reliability 
scores ranging from .70 to .85.  An index of desire to be pregnant was developed by the 
authors where higher scores indicated higher levels of pregnancy-related stress.  The 
Cronbach’s alpha ranged from .62 to .78.  The authors also developed a measure of 
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racism stress, loosely based on items previously developed in another study, to assess the 
amount of racism experienced in various domains.  The authors noted that the measure 
they based their instrument on had good validity and reliability.  Finally, birth outcomes 
were recorded in terms of birth weight and gestational age at the time of delivery 
(Domínguez et al., 2008). 
Analysis of variance and chi-squares were used to examine racial differences, and 
zero-order Pearson product-moment correlations were tested among the major study 
variables.  Hierarchical linear regression models were then run for variables correlated 
with birth outcomes.  Finally, stress variables that significantly predicted birth outcomes 
were examined as potential mediators of racial differences (Domínguez et al., 2008). 
The authors found that Black women had significantly more medical and socio-
demographic risk factors and less favorable birth outcomes as compared to White 
women.  They also found that lifetime perceived racism and childhood vicarious racism 
were indirectly related to birth weight.  The impact of childhood vicarious racism was 
still significant after controlling for SES.  These results suggest a clear connection 
between racism and health outcomes, with racism having a significant negative impact on 
both the mothers and their children.  It also highlights the importance of the 
developmental context, with childhood experiences having lasting and profound affects 
on adult health and functioning (Domínguez et al., 2008).  
Models for Addressing Health Disparities 
MedFT has incorporated these important contextual variables and sociocultural 
differences into the field and developed models for working with underprivileged 
populations.  Willerton et al. (2008), for example, proposed a model for addressing health 
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disparities among Latinos that emphasizes understanding the cultural background and 
salient history of the patient and family.  They noted that Latinos are a heterogeneous 
group and that providers must approach care with cultural sensitivity, and not a “one size 
fits all recipe” (Willerton et al., 2008, p. 197). They also recommended collocated 
services to minimize the cultural stigma associated with seeking mental health services. 
Likewise, Grames (2006) presented three case studies of Latino clients.  He emphasized 
the importance of understanding immigration history and using “cultural curiosity” 
(Grames, 2006, p. 62) or openness to clients’ cultural backgrounds and experiences to 
help join with the clients, to empower them, and give them a voice in the process.   
These studies address the need to look at clients and their families holistically, 
within their full socio-cultural context in order to provide culturally sensitive care.  In 
order to further explore important ways to improve care for ethnic minorities, Miranda et 
al. (2003) conducted a randomized controlled trial to assess quality improvement 
interventions for depressed minorities.  They utilized data from the Partners in Care, 
Patient Outcomes Research Team study.  The sample included patients and providers 
from 46 primary care practices in six managed-care organizations in the United States.  
Within each of the six managed care organizations, one or two regions were approached 
to participate.  A total of seven regions agreed to participate.  Therefore, 46 primary care 
practices within the seven regions comprised the sample.  Practice clusters were grouped 
into matched blocks of three per block according to patient demographics, clinician 
specialty, and distance to mental health services.   
Nine blocks were created, one for each of six of the regions and three for the 
seventh which was stratified by a low, intermediate, and high percentage of Latino 
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patients.  Within each block, practices were randomly assigned to usual care or one of 
two quality improvement conditions.  The providers included internists, family practice 
physicians, and nurse practitioners, and 97% of those recruited for the study agreed to 
participate for a total of 181 providers.  Thirty-two percent of the providers were 
minorities, and Latino providers were over sampled.  Patients were eligible to participate 
if they were over 17 years of age, English or Spanish speaking, had insurance or public 
assistance to cover the intervention care, and screened positive for depression or 
dysthymia symptoms according to the 12-Month Composite International Diagnostic 
Interview (CIDI).  Of the 2,417 patients eligible for the study, 1,356 agreed to participate 
(Miranda et al., 2003).   
Usual care was compared to two interventions, QI-MEDS and QI-THERAPY.  
Both interventions included a two-day workshop delivered by expert leader teams of a 
primary care provider, a nursing supervisor, and a mental health specialist on the 
treatment model, as well as monthly meetings.  Local staff nurses attended a one-day 
training on screening for depression and patient psycho-education.  Local experts 
provided the nurses with supervision.  The two interventions differed in that the QI-
MEDS had trained nurses available to provide follow-up assessment and treatment 
support for 6 or 12 months, whereas QI-THERAPY trained local psychotherapists to 
provide individual and group cognitive behavioral therapy for 8 to 12 sessions, and only 
provided psychotherapists with therapist training manuals.  Also, the QI-THERAPY 
patients could receive antidepressant medications, but did not have access to the nurse 
follow-ups, and the QI-MEDS patients did not have access to the CBT trained therapists, 
but could seek out other psychotherapists.    
 40
Enrolled patients completed the CIDI and had a telephone interview to assess for 
comorbid anxiety disorders, income, wealth, and employment.  At baseline, and every six 
months for two years patients completed self-administered surveys which were mailed to 
their homes.  The authors assessed for appropriate care, clinical outcomes, and 
employment.  Appropriate care was defined as having patients’ needs identified and 
supplying guideline concordant treatment, for example antidepressant dosage at or above 
the minimum dosage recommended by the Agency for Healthcare Research and Quality, 
and a minimum of four specialty mental health visits with an active component such as 
problem solving.  At baseline all patients were seen as having insufficient care due to 
their depressive symptoms.  Clinical outcomes were assessed through readministration of 
the CIDI.  Employment status was then assessed at baseline and every six months for two 
years (Miranda et al., 2003). 
Patient-level intent-to-treat logistic regression analyses were conducted with 
intervention status, ethnicity, and randomization blocks as the independent variables.  
The authors found that at baseline the intervention patients did not differ from the 
treatment as usual care patients.  However, after six months, QI patients were more likely 
to have received counseling or antidepressant medication, and were less likely to meet 
criteria for depressive disorder as compared to the controls.  Ethnic differences emerged 
as Latino and Black patients tended to be younger and less likely to receive prior 
appropriate care as compared to White patients at baseline.  A statistically significant 
improvement in appropriate care occurred at six months for White and Black QI patients, 
and at 12 months for Latino QI patients as compared to the controls.  Additionally, rates 
of probable depression were significantly lower for Latino and Black QI patients.  Rates 
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were also lower for White QI patients but the difference did not reach statistical 
significance.  Increases in employment rates were significant only for White QI patients 
(Miranda et al., 2003).  These results suggest that quality improvement measures can be 
beneficial for ethnic and racial minority patients.  The ethnic and racial minority patients, 
however, were still disadvantaged as compared to their White counterparts, highlighting 
the need for more research on culturally sensitive interventions for ethnic minority 
patients.    
Studies on the Collaborative Process 
 Despite the benefits and improved outcomes associated with CC, extant research 
suggests that relatively little collaboration occurs in most health care settings (Fickel, 
Parker, Yano, & Kirchner, 2007). In their seminal work on MedFT, McDaniel et al. 
(1992) suggested that issues such as hierarchy within the health care system, differing 
treatment and practice philosophies, and payment structures were ongoing challenges for 
MedFT.  In response, the field has undertaken research on the process of collaboration in 
order to address these challenges. 
Another major focus of MedFT is interdisciplinary collaboration.  Multiple 
studies have found that interdisciplinary collaboration does improve patient outcomes 
(Callahan et al., 2005, Unutzer et al., 2002; Unutzer et al., 2006).  Other research has 
more closely explored the specific aspects of the collaborative process that resulted in 
better patient care.  Felker et al. (2004) studied the effects of establishing an integrated 
mental health primary care team in a Veterans Affairs health care clinic.  In 2000, the 
clinic created a mental health primary care team including a psychologist, psychiatrist, 
clinical social workers, and a chaplain to address concerns about long waiting lists for 
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mental health services and poor coordination between mental health and primary care.  
According to the new model, all patients referred by primary care to mental health care 
were evaluated by the treatment team with the goal of rapidly treating and stabilizing the 
patient.   
Felker et al. (2004) then conducted a quantitative analysis comparing referrals to 
outside specialty mental health services before implementation of the new integrative 
treatment team, and after implementation.  Using a Chi Square test they found a 
significant difference between specialty mental health referrals in 1999 before the 
integrative treatment team implementation (n=38% of patients who had a mental health 
consultation), and in the year 2000 which was after the implementation (n=14% of 
patients who had mental health consultations).  The authors suggested that the closely 
coordinated, multidisciplinary team was able to effectively treat and stabilize the majority 
of patients, making outside referrals unnecessary.  They found that collocated services, 
with all members of the team reviewing every case together significantly improved 
patient outcomes.  They also reported that patients preferred collocated services directly 
linked to their primary care.  These findings suggest that the collocated services and 
tightly interwoven team of providers were integral parts of improving patient outcomes. 
Another study by Baker-Ericzen, Mueggenborg, Hartigan, Howard, and Wilke 
(2008) used a mixed methods design to examine the impact of implementing a 
collaborative program for addressing maternal depression in the postpartum period.  
Three obstetric and three pediatric offices with a total 17 physicians and nurses, and 40 
staff participated in the study.  The providers and staff attended a 45-minute onsite 
training on assessing maternal depression.  Providers and staff also completed a survey 
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on identification, treatment and management of maternal depression prior to the training 
and then after completion of the one year pilot.   
While the staff had difficulty assessing any differences after implementation of 
the program due to high turnover rates, the providers reported a dramatic increase in 
screening for maternal depression.  At baseline line only 54% reported screening for 
maternal depression either often or very often, while at follow up 100% reported 
screening often or very often.  In addition, providers reported providing referrals and 
resources 83.3% of the time at follow up, as compared to only 41.7% at baseline.  They 
also reported finding the collaborative process personally beneficial by giving them an 
integrative framework for treatment.  This study was significant it that it demonstrated 
how the collaborative process is beneficial to providers by outlining a process with a 
clear flow of communication between providers. 
Factors that Affect Collaboration 
 Studies have explored the variables that affect collaboration between 
multidisciplinary providers.  Foster-Fishman, Salem, Allen, and Fahrbach (1999) 
examined the ecological factors impacting provider attitudes towards reform in human 
service delivery.  Thirty-two public service agencies, including mental health agencies, 
domestic violence shelters, and substance abuse programs, who were participating in an 
interagency coordinating council were surveyed about provider attitudes concerning 
current human service reforms focused on greater emphasis on interagency collaboration 
and shift away from the medical model.  Specifically, they explored the influence of the 
internal working environment, the larger institutional environment within the county, and 
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the new reform based teams.  Of the 530 providers, surveys from 186 were included in 
the study.   
The survey was created for the study and assessed organizational environment, 
human service initiative involvement, external environment, attitudes towards 
collaboration, and attitudes towards a strength-based model.  The authors used 
hierarchical linear model analyses to examine the effects of internal environment, 
institutional environment, and the reform based teams on provider attitudes.  They found 
that staff’s perceptions of the commitment of their organizational leaders to service 
coordination were significantly related to their own attitudes about the coordination.  
However, the most significant factor in shaping provider attitudes towards service 
coordination was the external environment.  These findings were consistent across the 
various agencies, suggesting that the commitment of agency leaders and support of the 
external environment are important factors in implementing reform for diverse providers.  
According to these findings, providers are more likely to buy into collaborative models 
when they perceive that their institutional and internal leadership are also committed to 
this process. 
 Likewise, Cashman, Reidy, Cody and LeMay (2004) performed a longitudinal 
study to assess the effectiveness of an intervention to improve interdisciplinary team 
functioning in a primary care setting.  Their study was based at a community health 
center in New England serving approximately 16,500 predominately low-income and 
vulnerable patients.  A project team including a physician, a nurse practitioner, a 
physician assistant, a registered nurse, a health assistant, and a case manager was put 
together and charged with redesigning the center’s approach to care.  The project team 
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participated in a series of five formal team training workshops over a 2 year period.  
These workshops focused on team assessment exercises, team characteristics and stages 
of development, personality and work styles, team issues, problem solving techniques, 
and collaborative team leadership.   
At baseline, 14 months, and 24 months, the team members completed the system 
for the multiple level organization of groups survey (SYMLOG) which is a 26 item 
questionnaire designed to assess team functioning.  Previous research on the SYMLOG 
identified results that represented the most efficient profile (MEP) of team functioning.  
When compared to the MEP, the team scored less assertive, less friendly, and less 
accepting of authority at baseline.  After 14 months the team had improved on all three of 
the dimensions of the model, task orientation, friendliness, and dominance.  However, at 
the final survey point, the team had actually moved back away from MEP, particularly in 
being less accepting of authority and less friendly than at 14 months.  They reported 
frustration with the slow pace of change and feeling constricted by being part of a larger 
facility that could not easily be altered.  This study corroborates the previous study by 
emphasizing the importance of the institutional environment.  The project team’s, initial 
enthusiasm was tempered by the realities and constraints of trying to create change at the 
institutional level.  This study, therefore, provides further support for the importance of 
the institutional level for implementing collaborative care.          
 Another factor that was found to affect collaborative care was the location of 
services.  Guck, Guck, Brack, and Frey (2007) used a quantitative design to compare no 
show rates in coordinated versus collocated services.  The study sample was 173 English-
speaking patients seen by one psychologist in a one year period.  The psychologist served 
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two urban, university affiliated family medicine clinics.  The participants were divided 
into 92 coordinated care patients who were referred to the psychologist from an outside 
source, and 81 collocated patients who were referred to the psychologist from within one 
of the clinics.  The only procedural difference between the two groups was the source of 
their referral.   
Chi square goodness of fit tests and T tests revealed no significant demographic 
differences between the two groups.  The entire sample was also divided into Medicaid 
and non-Medicaid patients, in order to compare the effects of coordinated versus 
collocated services for these two populations.  T tests revealed that Medicaid and non-
Medicaid patients differed in diagnosis.  The authors used Chi Square goodness of fit 
tests to compare the no show rates and found that the collocated group had a lower no 
show rate (19.53% versus 21.30%), but it was not statistically significant.  However, 
when they compared the Medicaid and non-Medicaid patients, they found a significantly 
higher no-show rate for Medicaid patients, 37.10%, compared to non-Medicaid, 17.05%, 
and the Medicaid patients also had significantly lower no-show rates with collocated 
services.   
The authors speculated that the lack of significant differences in no-show rates 
between coordinated and collocated services in the non-Medicaid group may be due to 
the low overall no-show rate, and that non-Medicaid patients may have fewer 
transportation or logistical barriers as compared to the Medicaid patients.  This study 
highlighted how different models of collaboration may have different levels of 
effectiveness, with collocated services providing greater benefit than coordinated 
services.  While the study did not find a significant difference for non-Medicaid patients, 
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it did show how location of services may be particularly important when serving 
underprivileged populations. 
Provider Perspective on Collaboration     
 The previous studies highlighted different external factors that can affect 
collaboration including location of services, commitment of leadership, and institutional 
environment.  However, the experiences and attitudes of the providers also greatly affect 
the process of collaboration.  Gerdes, Yuen, Wood, and Frey (2001) examined the 
organizational and primary care provider variables associated with collaborative 
relationship strength between primary care and mental health providers (MHPs).  The 
participants were 325 primary care providers (PCPs) and site directors drawn from the 
Geisinger Health System in Central Pennsylvania.  Two surveys were designed for the 
study.  The first survey was designed to ask site directors about the characteristics of the 
site, such as how often MHPs are onsite, workload of PCPs, number of PCPs onsite, and 
density of MHPs in the region, while the second survey was designed to ask PCPs about 
collaboration patterns.  The second survey focused on provider’s attitudes about the 
quality of the relationships with MHPs, PCP attributes and attitudes, and collaboration 
frequency.   
 Using factor analysis they found that relationship quality between the providers, 
PCP attitudes and characteristics, and frequency of collaboration were key variables 
associated with collaboration.  Greater frequency of collaboration, collocation, family 
practice specialty, and commitment to collaborative models were positively associated 
with collaboration.  The authors noted that active, ongoing collaboration was most useful 
and that collaboration limited to “parallel care is not adequate to manage high 
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severity/low social support patients who are most likely to require seamless and ongoing 
PCP/MHP collaboration.” (Gerdes et al., 2001, p. 438). 
 Likewise, Todahl, Linville, Smith, Barnes, and Miller (2006) conducted a 
qualitative study of two physicians, five therapists, one nurse, one office manager, and 
five patients to capture their experiences with CC.  The participants were interviewed a 
minimum of two times, the second interview occurring approximately two to three weeks 
after the first.  Patients and therapists completed three interviews, and the physicians 
completed five.  The interviews averaged 50 minutes and included both open-ended and 
close-ended structural questions.  Questions included exploration of the sites and their 
experience there, as well as their thoughts on having a primary care physician and 
therapist collocated.  A domain analysis was performed to examine the text through the 
lens of semantic relationships.  The analysis was then collapsed to reveal the core 
categories of characteristics of the environment, characteristics of the therapists, the 
referral process, and characteristics of collaboration, the psychotherapy process, and 
social considerations.  The participants all saw collaboration as a beneficial process and 
identified the relationships between providers, ease of access to services, and gaining 
more complete treatment pictures as key components.  Dealing with the hierarchy 
between medical and mental health providers was identified as a challenge.  The 
physicians also noted a preference for family therapists over other mental health 
professions due to their emphasis on family processes and a more pragmatic approach to 
health.  These findings highlight the complexities of the collaboration process.  
 Similarly, Miller, Hall, and Hanley (2004) conducted a mixed-methods study to 
explore the value perceptions of integrative care between primary care physicians and 
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clinical counselors.  The authors surveyed 54 primary care physicians and 33 clinical 
counselors serving diverse patients from a heavily populated county in Ohio.  
Introductory letters were sent to 243 physicians and 84 counselors, with a final response 
rate of 26%.  No information was given on the non-respondents.  Two 10 item surveys 
were designed by the authors to assess value perceptions of integrative health care for 
physicians versus counselors.  The first nine items were Likert scales, and the last item 
asked for additional comments.  An independent samples t-test found no significant 
difference between value perceptions between physicians and counselors, suggesting that 
both groups considered integrative services valuable.  The majority of both the physicians 
and counselors perceived collocation to be highly beneficial for both patients and 
providers, and that regular contact between providers was preferable to contact via letters 
and/or phone.  Physicians expressed concern that mental health concerns were not 
billable, thus supporting the inclusion of mental health practitioners in their practice.  
They also noted that collaborative care seemed to dissipate fear and anxiety in patients.  
The counselors, however, noted concerns over differences in professional language and 
philosophies of treatment. 
 While Miller et al. (2004) surveyed practitioners serving a diverse population, 
Westheimer, Steinley-Bumgarner, and Brownson (2008) studied the perceptions of 
providers serving university students.  The authors surveyed ten primary care providers 
including three family practitioners, two nurse practitioners, four internists, and one 
pediatrician who worked at University of Texas Health Services in an integrated health 
program with behavioral health providers.  The authors modified surveys from previous 
studies on collaborative care to construct a 10-item survey assessing the primary care 
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providers’ perceptions of their own ability to treat integrative care complaints, their 
tendency to refer for the complaint, and behavioral health care providers’ ability to assist 
with complaints.   
Internal consistency reliability for these three items was found to be .87, .94, and 
.86 respectively.  Means were calculated for each scaled item, and they found that 
providers reported limited training and ability to diagnose and treat mental health 
problems, and that patients were willing to accept referrals to behavioral health providers.  
The authors then conducted a multidimensional scaling and cluster analysis and found 
that providers’ comfort with diagnosing and treating complaints tended to cluster 
according to the type of complaint, with complaints primarily managed in traditional 
medical settings, such as diabetes, rating the highest comfort levels, and complaints 
primarily managed in traditional mental health settings rating the lowest comfort levels.  
Overall, while the providers indicated a high preference for collaborative care, there was 
a lower level of actual referrals, suggesting a gap between recognizing the value of 
collaborative care and actually practicing it.   
 While the previous studies provided useful information on providers’ perceptions 
of the collaborative process, they had several noteworthy limitations.  Few of the studies 
focused on providers serving underprivileged populations, and the few studies that 
focused on this vulnerable population did not specifically explore how serving these 
populations affected the process of collaboration and care.   Furthermore, the majority of 
the studies included only a select portion of the entire health care team, and not everyone 
on the team or at the facility serving the patients.  The studies typically focused on the 
perspectives of the medical providers, and to a lesser extent, the mental health care 
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providers.  Only one study included a single administrative staff person.  Bischof et al. 
(2003) critiqued the medical field as privileging positions such as doctors and primary 
care over other members of the healthcare team, and the research literature corroborates 
this critique.  Members of the team from front desk staff to medical assistants to 
administration all play an integral role in the process of collaborative care, however their 
voices are not always heard or valued.  Further research is needed that both addresses the 
impact of serving underprivileged populations, and that also gives the entire healthcare 
team a voice in the process.         
Drexel’s Eleventh Street Family Health Service Center Study  
Participants 
 Data on the collaborative process between health care providers was collected at 
Drexel’s Eleventh Street Family Health Services and this archived data was used in the 
dissertation study and is described below.  The population under investigation was health 
care providers including: primary care, dental care, nursing, behavioral health, health 
educators, physical therapy, support staff, and administrative staff in a nurse managed 
community health setting in the United States.  Drexel University operates the Eleventh 
Street Family Health Service Center which is a nurse managed community health center 
that provides both medical and mental health services in one setting for an 
underprivileged ethnic minority population in North Philadelphia.  This center served as 
the study population.  The research was conducted in order to address the gap in the 
literature regarding CC when serving underprivileged populations.   
 Approximately 95% of the patients served at the health center were racial and 
ethnic minorities (e.g., African American and Latino), and the majority of the patients 
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were low-income (P. Gerrity, personal communication, May 5, 2008), making this an 
ideal site to explore how collaboration happens when serving a vulnerable population.  
Furthermore, the center already practiced a CC model, services were collocated, 
approximately half of the providers (25% professional staff, 75% support staff) were 
racial or ethnic minorities and the center was community based.  These factors eliminated 
many of the barriers to health care that underprivileged people tend to experience, which 
facilitated a closer focus on the collaborative process between the health care providers.  
In addition, the Center and its director, Dr. Patricia Gerrity, were recently recognized as 
innovators in the field of collaborative care by the American Academy of Nursing (2008) 
and the Agency for Healthcare Research and Quality (2008), making this an exciting and 
innovative study site for furthering information on the practice of collaborative care.  The 
contextual variables under examination were racial/ethnic identity, gender, 
socioeconomic status, and professional identity as these were identified as the most 
salient issues to the patients and providers (P. Gerrity, personal communication, May 5, 
2008). 
The sampling frame included 57 staff at the Center which was comprised of 
primary care, dental care, nursing, behavioral health, health educators, physical therapy, 
support staff, and administration.  The Center employed over 50 people, with 
approximately 26 medical providers, 12 mental health providers, 5 health educators and 7 
administrators.  Inclusion criteria included all adult staff at the site that had worked there 
at least three months and had the opportunity to collaborate with the other onsite health 
care providers.  Staff who had worked there less than three months were excluded from 
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this study due to not having enough time and experience employing the current 
collaborative model at the community health center. 
Procedure 
Setting and Permissions 
 The 6 focus groups (total of 39 staff out of 57 in the sampling frame) occurred on 
site at the health center and each of the groups lasted approximately one hour, occurring 
during the staff’s lunch break to minimize disruption to their work day.  Focus groups 
had between 7 to 12 people in order to ensure that all members were able to participate 
(Kleiber, 2004).  At total of 6 groups were held.  Each of the various teams at the health 
center (primary care, dental care, nursing, behavioral health, health educators, physical 
therapy, and administration) were kept together to facilitate open discussions.  Permission 
was obtained from the Center Director for direct access to the staff and to hold the groups 
on site.   
 Approximately two weeks prior to the focus groups, participants were given a 
packet containing five self-report surveys (Collaboration and Satisfaction About Care 
Decisions Scale, Communication and Teamwork Scale, Interprofessional Learning Scale, 
Interprofessional Interaction Scale, and Interprofessional Relationships Scale), a 
demographic questionnaire, a semi-structured questionnaire, and a consent form (see 
Appendices B & D - J-L) which took approximately 30 minutes to complete.  The 
consent form explained the purpose of the study, informed staff that participation was 
voluntary with no penalty for not participating, and provided them with a contact person 
should they have questions or concerns following the group.  Each participant met 
individually with the primary investigator (PI) to review and sign and consent form.  
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Participant’s responses were coded to protect individual identities and later de-identified 
once data collection was completed.  Three months after the focus groups occurred, 
participants were again asked to complete the five self-report measures. 
Data Collection Plan 
The packets were distributed during a regularly scheduled staff meeting, and the 
PI collected the consent forms at the beginning of the focus groups.  The focus groups 
were led by the PI and either the Chair (M. Davey) or dissertation committee member (R. 
Waite) and groups were audio recorded and then transcribed by an independent third 
party.  The moderators (M. Davey and R. Waite) were responsible for setting up the room 
including running the audio equipment, and taking notes during the session including 
significant themes, direct quotes, and non-verbals.   
Participants were given a focus group guide (See Appendix K) at least 1 week 
prior to the scheduled focus group which included a description of the study, a proposed 
agenda for the group, and a copy of the research questions.  At the beginning of each 
group, the PI introduced herself, the moderator and reviewed the purpose of the study, 
and discussed confidentiality.  Participants were asked an opening question where they 
identified themselves and their role at the center.  The discussion then moved to more 
specific questions about their experiences and attitudes associated with collaboration at 
the center.  The PI concluded the group by summarizing key themes and asking the group 
if anything needed to be added or changed (Ruff, Alexander, & McKie, 2005).  
Following are the focus group questions which were used to guide the discussions: 
I. Opening Question – Please introduce yourself and tell us about your role in the center. 
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II. Introductory Question – How does your role at the center impact your experience with 
collaboration? 
III. Transition Questions – When does collaboration occur?  With what type of patient is 
collaboration most likely to occur?  Are family and/or community involved in the 
collaboration? 
IV. Key Questions – Is collaboration effective?  What facilitates collaboration?  What 
impedes collaboration?  How do your personal characteristics (professional identity, 
race/ethnicity, gender, SES) affect the process? How do the characteristics of your 
patients affect the process?    
V. Ending Question – Does this summary capture your thoughts on collaboration, and is 
there anything else that you would like to say on the subject?   
 Finally, three months following completion of the focus groups, participants were 
asked to complete the five measures again to assess for change following participation in 
the focus groups.  Time 2 responses for 31 out of the original 39 staff were received 
between 3 to 8 months after baseline.  While some of delayed responses were due to 
difficulty contacting participants who had left the Center by the 3 month follow up, other 
late responses were most likely a design flaw due to feasibility issues at a busy clinic. 
The eight staff members who dropped out at time 2 were all support staff, noteworthy 6 
out of the 8 support staff were from the primary care groups, and most were African 
American and female.   
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Measurement 
Collaboration and Satisfaction About Care Decisions Scale (Baggs, 1994) 
The first measure participants completed was the Collaboration and Satisfaction 
About Care Decisions Scale (Baggs, 1994) (See Appendix D).  This scale was developed 
in order to measure collaboration and satisfaction about care decisions between nurses 
and physicians.  The original pilot study consisted of 32 NICU nurses and 26 pediatric 
residents who had recently worked in the NICU or pediatric ICU.  The scale consisted of 
six questions focused on critical attributes of collaboration, one question focused on a 
global measure of the amount of collaboration occurring, and two questions regarding 
satisfaction with care decisions.   The author designed a brief scale so that participants 
could complete it as they worked.   
The six items measuring critical attributes of collaboration were scored on a 
Likert type scale ranging from 1 (strongly disagree) to 7 (strongly agree).  The seventh 
item on amount of collaboration was on a scale ranging from 1 (no collaboration) to 7 
(complete collaboration).  The two questions on satisfaction with care decisions were also 
on a Likert type scale ranging from 1 (not satisfied) to 7 (very satisfied). 
Content validity was supported through an extensive review of the literature and 
through review by 12 nursing and medical experts in collaborative practice.  The measure 
was also reviewed by 11 nurses and residents who were potential participants in the pilot 
study.  Ten of them responded that collaboration was clearly defined, the questions were 
understandable, and that they had sufficient information to answer the questions.  The 
11th individual did not respond.   
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Criterion related validity was supported by a large correlation (r=0.87) between the 
global collaboration item score and the total of the six key attributes scores.  Construct 
validity was supported by factor analysis of six questions on key collaboration attributes.  
The six items were predicted to represent one factor, and factor analysis confirmed with 
eigen-values ranging from 0.82 to 0.92.  The instrument also showed good internal 
consistency for the six items with a Cronbach’s alpha of 0.93.  The author and reviews 
analyzed the items for redundancy but did not identify any particular items that were 
overly redundant.  The correlation between the two satisfaction items was also large at 
r=0.64. A review of the measure also confirmed that it had good construct, content, and 
criterion validity, as well as good internal consistency (Dougherty & Larson, 2005). 
The measure was revised with the authors’ permission.  The items were adapted 
to reflect general collaboration between disciplines, rather than NICU nurses and 
pediatric residents.  In addition, the items were adapted to overall global trends in 
collaboration rather than focusing on collaboration in specific instances. 
University of the West of England (UWE) Interprofessional Questionnaire 
(Pollard et al., 2004, 2005) 
The second measure consisted of four scales within the UWE Interprofessional 
Questionnaire (Pollard et al., 2004, 2005).  The scales were the Communication and 
Teamwork Scale, the Interprofessional Learning Scale, the Interprofessional Interaction 
Scale, and the Interprofessional Relationships Scale (See Appendix E – H).  The aim in 
developing the scales was to assess social work students’ communication and team work 
skills, and attitudes towards professional collaboration. 
The scales were developed by faculty researchers from professions including 
adult nursing, midwifery, physiotherapy, social work, psychology, and epidemiology.  
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Through the literature review, and the teams’ collective experience, they generated three 
specific areas of focus: communication and teamwork, interprofessional learning, and 
interprofessional interaction.  Some questions on self assessed communication and 
teamwork skills were reprinted with permission from the Government Civil Service 
Recruitment Gateway (H.M. Government, 2001).  The initial study (Pollard et al., 2004) 
developed and tested the Communication and Teamwork Scale, the Interprofessional 
Learning Scale, and the Interprofessional Interaction Scale.  Exploratory factor analysis 
found that each scale loaded onto a separate factor. 
 Each of the scales was a Likert type scale containing nine items.  Responses for 
the Communication and Teamwork scale ranged from 1 (strongly agree) to 4 (strongly 
disagree).  Scores ranged from a minimum of nine to a maximum of 36, with nine to 20 
indicating positive, 21-25 indicating neutral, and 26-36 indicating negative self-
assessment of communicating and teamwork skills.  Responses for the Interprofessional 
Learning Scale and Interprofessional Interaction Scale ranged from1 (strongly agree) to 5 
(strongly disagree).  Scores on both scales ranged from a minimum of nine to a maximum 
of 45, with nine to 22 indicating positive, 23 to 31 indicating neutral, and 32 to 45 
indicating negative attitudes towards interprofessional learning and interprofessional 
interaction respectively.     
The authors performed a longitudinal quantitative analysis that collected data at 
four time points, including baseline, during the second year of study, at the time of taking 
vocational qualifying exams, and nine months following the qualifying exams.  The 
initial article (Pollard et al., 2004) examined the first two cohorts.  At baseline, 643 
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students from 10 different programs completed the questionnaires.  During the second 
year, 209 students from three of the nursing programs completed the questionnaires.     
Reliability was assessed through test-retest administration of the three scales to 90 
respondents who were not participating in the study.  Pearson’s correlations for the three 
scales were 0.78 for the Communication and Teamwork Scale, 0.86 for the 
Interprofessional Learning Scale, and 0.77 for the Interprofessional Interaction Scale.  
The researchers also analyzed the internal consistency and found Cronbach’s alpha of 
0.76, 0.84, and 0.82 for the three scales respectively.  Therefore the authors concluded 
that the scales demonstrated good reliability. 
Concurrent validity was established for the first two scales through comparison to 
scores on other scales assessing interprofessional communication and learning.  Forty 
nursing students who were not participating in the study completed the Communication 
and Teamwork Scale and the Interprofessional Learning Scale, as well as the 
Interpersonal Communication Competence Scale and Interprofessional Learning Scale.  
Pearson’s correlations between the two pairs of scales were 0.85 and 0.84 respectively, 
suggesting good concurrent validity.  The authors did not find a comparable scale to 
compare the Interprofessional Interaction Scale to, however, student responses on the 
scale were found to be supported by qualitative data from another study in the program 
on interprofessional interaction. 
Development of the Interprofessional Relationships Scale and data from the third 
and fourth cohorts of the longitudinal study were then presented in a second article 
(Pollard et al., 2005).  This fourth scale was not included in the original study as the 
participants had just started their academic program and the researchers believed that they 
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lacked sufficient experience in social and healthcare environments at that time.  The 
Interprofessional Relationships Scale was developed through a literature review and 
consensus of the expert panel, as were the other scales.  It contained eight items with 
responses scored on a Likert type scale ranging from 1 (strongly agree) to 5 (strongly 
disagree).  Total scores in the range of eight to 20 indicated positive, 21 to 27 indicated 
neutral, and 28 to 40 indicated negative attitudes towards respondent’s own 
interprofessional relationships.    
Exploratory factor analysis found two factors for this scale.  The first factor was 
concerned with relationships with colleagues within their discipline.  The second factor 
was concerned with relationships with other health and social care disciplines.  However, 
the two factors correlated strongly with one another (r=0.95), therefore the researchers 
believed the eight items were appropriate to use as one attitude scale. 
Reliability was established through test-retest administration to 38 respondents 
who were not part of the study, with a resulting score of r=0.83.  Internal consistency was 
also established with a Cronbach’s alpha of 0.71.  Concurrent validity was established 
through comparison of results to the Interdisciplinary Education Perception Scale.  Forty 
respondents completed both scales for correlation of r=0.72.       
PROBLEM FOR STUDY 
MedFT has made significant contributions to health care through its relational 
focus and emphasis on contextual variables.  Using a BPS (Engel, 1977), Ecological 
theory (Bronfenbrenner, 1979), and FET (Ballou et al., 2002) lens emphasizes 
interdisciplinary collaboration, a relational and contextual focus, and the influence of 
macrolevel processes; however, gaps in the research still exist.  While the current 
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research enriches our understanding of the collaborative process, more research is needed 
on how CC works when serving under served populations, and on how health care 
providers’ and patients’ sociodemographic characteristics impact the collaborative 
process.   
Specifically, we need to have a better understanding of what facilitates and/or 
impedes collaboration between providers when serving underprivileged populations.  
MedFT has identified factors such as professional hierarchy that could affect the 
collaboration between providers (Gerdes et al., 2001; McDaniel et al., 1992; Seaburn et 
al., 1996; Todahl et al., 2006); however, it has not applied these findings to working with 
underprivileged populations.  Brucker and Shields (2003) advocated for the use of focus 
groups to advance CC by gaining an intimate perspective of the experiences of HCP.  
Gaining this intimate perspective from providers who are currently serving 
underprivileged populations will further our understanding of how contextual variables 
and interactions between providers impact the process interdisciplinary collaboration.   
In addition, the majority of prior studies have focused primarily on the 
perspectives of either medical or mental health providers, and none of the studies have 
intentionally included the perspectives of support staff such as reception staff and 
administrators. Capturing a more holistic and systemic view of the process requires 
looking at relational and contextual issues from all of the participants, making it valuable 
to hear the perspectives of all members of the health care team.   
Furthermore, the field of CFT can use this information to increase its presence in 
health care.  The majority of studies in CFT focus on systems that already include couple 
and family therapists (CFTs).   The field can benefit from studying models that do not 
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contain CFTs in order to better understand these systems and identify gaps in services 
that CFTs are well positioned to fill.  The expertise of CFT can make a crucial 
contribution to CC, but more research is needed in order to facilitate this approach to 
healthcare.    
RESEARCH QUESTIONS AND HYPOTHESES 
 The three theoretical frameworks and review of the literature suggested several 
research questions.  The first of these was what facilitates and/or impedes collaboration 
between health care providers in a community based agency serving underprivileged 
populations?  Engel’s BPS theory (1977) stressed the importance of interdisciplinary 
collaboration to address all aspects of patient care, and the literature on collaborative care 
demonstrates improved patient outcomes (Callahan et al., 2005; Unutzer et al., 2002; 
Unutzer et al., 2006).  Therefore, while the benefits of collaborative care were well 
established, there was a need to better understand what either helps or hinders the 
process.  Bronfenbrenner’s Ecological theory (1979) provided a useful framework for 
exploring the reciprocal processes between multiple systems, which helped in 
understanding the interactions between healthcare providers.   
 A second research question was how do patient and provider characteristics 
impact the collaborative process?  FET (Ballou et al., 2002) suggested that our core 
coordinates (race, ethnicity, gender, age, sexual orientation, and class) interact at every 
level of our functioning.  The review of the literature supported this assertion with 
findings that variables such as the experience of racism (Domínguez et al., 2008), gender 
(Benazon & Coyne, 2000), and ethnicity (Miranda et al., 2003) impact health outcomes.  
In their study on interventions for depressed minorities, Miranda et al. (2003) found that 
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despite improvements following interventions, minority patients were still more 
distressed than their White counterparts, illustrating the need to understand how factors 
such as race and class impact the process. 
 A third research question was what were the providers’ perceptions of family and 
community involvement and its importance in health care?  The review of literature of 
relationships and health suggested a strong link between what happens in a healthcare 
context and the relationships in one’s life.  Benazon and Coyne (2000) found strong links 
between depression in one spouse and functioning in the other spouse.  Likewise, Hickey 
et al. (2005) found that depression and anxiety impacted marital and family functioning.  
These findings suggested the significant impact of relationships on health, and the 
importance of including key relationships in the healthcare process. These findings were 
informed by Bronfenbrenner’s (1979) concept of reciprocity and multiple systems.  He 
asserted that humans develop and learn through reciprocal interactions. In other words, 
we respond to and adjust our thinking and behavior according the people and settings 
around us.  This theory was supported by the research findings that showed strong 
connections between health and relationships. Therefore, to better understand 
collaborative care, it was important to explore how these relational aspects are being 
incorporated into healthcare.   
 Additionally, this study explored how discussions about collaboration impact 
participants’ attitudes and satisfaction with collaboration.  The literature suggested that 
opportunities for interdisciplinary collaboration benefit the participants (Miller et al., 
2004; Todahl et al., 2006), and that a key component was clear and open communication 
between providers (Miller et al., 2004).  Bronfenbrenner’s (1979) concept of reciprocity 
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asserted that it was through a reciprocal interactional process that we learn and develop.  
Therefore, it was anticipated that discussions on healthcare collaboration would lead to 
development of new thoughts and attitudes. 
 Finally, the study explored the specific model practiced at Drexel University’s 
Eleventh Street Family Service Center.  Seaburn et al. (1996) proposed a definition of 
collaborative care with various levels of collaboration.  The literature review suggested 
that higher levels of collaboration led to better outcomes (Campbell, 2003; Chesla et al., 
2003; Clabby & Howarth, 2007; Gerdes et al., 2001; McDaniel et al., 2001; Preece & 
Sandberg, 2005).  Therefore, understanding the level or levels practiced at the Center 
helped to facilitate a better understanding of the overall collaborative process.  This 
understanding was essential particularly because of the population this Center serves.  
The Center addresses health disparities by being community based and serving an ethnic 
and racial minority clientele.  Understanding the model practiced at the Center informed 
the broader healthcare community about successful work with an underprivileged 
population, as well as provided the Center with information about what is working and 
areas for growth.   
Purpose of the Study 
 In order to fill these empirical gaps regarding collaboration between diverse 
healthcare providers serving underprivileged patients, the primary purpose of this 
dissertation study was to explore what facilitated and/or impeded collaboration, how the 
characteristics of health care providers and their patients impacted the collaborative 
process, the importance of family and community in the process, and the experiences of 
the entire healthcare team.  First, the study explored how variables such as professional 
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identity, race, ethnicity, gender, age, and class impacted collaboration between healthcare 
providers.  Secondly, the study also explored the level and amount of emphasis placed on 
including family and community in healthcare.  Finally, the study helped to fill in the 
empirical gap regarding inclusion of members of the healthcare team.  It also examined 
the specific model practiced at the study site. These aims will further our understanding 
and ability to address health disparities.  
Another objective was to better understand health care systems that do not 
currently employ couple and family therapists (CFTs) in order to facilitate CFTs entering 
the systems.  The site did not have any couple and family therapists (CFTs) on staff.  
Research at sites that do not currently employ CFTs will help to inform the field about 
how these health care systems operate, and how CFT’s can position themselves to best 
fill in the gap within these services.  As the first couple and family therapist who 
conducted research at the site, this study may help to build a relationship between 
Drexel’s Couple and Family Therapy (CFT) program and the heath center, and directly 
facilitate the future entrance of couple and family therapists into their health center.  
Inclusion of the couple and family perspective may enrich the systemic approach already 
practiced at the health center and facilitate addressing the health disparities of the 
community they serve.  
A longitudinal mixed-methods (focus groups and surveys at baseline and 3 
months after the focus groups) design was used to investigate collaboration between 
health care providers in one community health center that is currently serving an 
underprivileged population of low-income ethnic minority patients and their families  As 
previously described, staff completed five measures exploring interdisciplinary 
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collaboration (See Appendices D – H) and completed demographic (See Appendix I) and 
semi-structured questionnaires (See Appendix J).  They then participated in same 
discipline focus groups for a more in depth exploration of their experiences.   
 Again, the dissertation study conducted a secondary analysis with archival data 
from the Eleventh Street Family Health Clinic.  The data was collected from April, 2009 
to October 2009.   
 This study explored the following qualitative research questions from the archived 
focus group data and transcripts: 
1. What facilitates and/or impedes collaboration between health care providers 
in a community based agency serving underprivileged populations? 
2. How do the provider and patient characteristics impact the process? 
3. What are the providers’ perceptions of family involvement and its 
importance in health care? 
4. At what level(s) of collaboration is the agency currently practicing? 
Additionally, the study explored the following quantitative research questions from the 5 
self-report measures (See Appendices D – H) collected at baseline and 3 months after the 
focus groups were competed from the interdisciplinary staff at the Eleventh Street Family 
Health Center: 
1. How does participation in focus groups exploring interdisciplinary collaboration 
impact attitudes about collaboration? 
Hypothesis 1: Participation in the focus groups will result in improved scores on 
satisfaction with collaboration on the five measures. 
Rationale 1: The discussion generated by the focus groups is expected to facilitate 
communication, and research has suggested that communication between providers 
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facilitates collaboration.  Therefore it is expected that participation in the groups will 
result in improved collaboration.   
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CHAPTER 3: METHODOLOGY 
Mixed methodology enhanced this study by exploring both the personal and the 
collective experiences of interdisciplinary collaboration, as well as examining processes 
of change over time.  The worldview of pragmatism informed the study which 
emphasizes the valuing of both objective and subjective knowledge, and approaching 
research through a “what works” stance (Creswell & Clark, 2007).  Pragmatism assumes 
that the research questions are more important than the methodology, therefore, 
researchers employ the methods that will be most useful for the study.  In the current 
study, the participants were drawn from a community based health center.  The 
demanding schedules of healthcare professionals necessitated data collection methods 
that were non-invasive and relatively brief.  Choosing methods that accommodated the 
participants is an essential component in pragmatic mixed methods approaches (Creswell 
& Clark, 2007). 
The study was primarily qualitative with an embedded quantitative component.  
The final sample size of 39 participants (out of a sampling from of 57 staff) facilitated a 
qualitative design which collects in-depth information from the participants.  An 
embedded quantitative portion of the study provided data to compare to the qualitative 
results, as well as provided information on changes in the participants’ responses over 
time.       
The qualitative portion consisted of a semi-structured questionnaire and focus 
groups.  According to Kleiber (2004), focus groups generate thoughtful discussion where 
participants inform and influence each other.  She asserts that it is through the 
interactional process that private thoughts turn into articulated opinions.  Focus groups 
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are designed to be nonjudgmental and collaborative, and to provide a safe environment 
for the participants to explore their beliefs and experiences.  The study explored the 
experience of collaboration between health care providers; therefore a focus group design 
was preferable to an individual interview format because of the nature of the research 
questions. A major strength of focus groups is the generation of deeper understandings 
through participant interactions.  Other strengths include collecting data from multiple 
participants in a small amount of time, relatively low costs, and its usefulness in 
designing or evaluating programs (Morgan, 1997).  These qualities were particularly 
relevant to healthcare professionals with time constraints.   
The limitations of focus groups included small sample sizes that limit the 
generalizability of the results.  Also, the researchers had biases that influence the 
discussion.  Another issue was the comfort of the participants in sharing their 
experiences.  The focus group facilitator monitored issues within the group such as 
power, social position, trust, level of commitment to the process, and who are the 
stakeholders (Barbour & Schostak, 2004).  These issues were addressed through setting 
clear ground rules such as explaining matters of confidentiality, identifying goals of the 
research, clarifying the intended use of the research, explaining the moderator’s 
responsibility, and eliciting the expectations of the participants (Kleiber, 2004).  Also, the 
semi-structured questionnaire mirrored the questions asked in the focus group in order to 
give the participants an opportunity to privately discuss their experiences.  
Research Design 
This dissertation study conducted a secondary analysis with archival focus group 
and longitudinal survey data (baseline and 3 month follow up) from the Eleventh Street 
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Family Health Center.  Time 2 responses were received between three and eight months 
after baseline.  While some of delayed responses were due to difficulty contacting 
participants who had left the Center by the 3 month follow up, other late responses were 
most likely a design flaw due to feasibility issues at a busy clinic.       
Sample 
The study population included 57 currently employed staff members at the 
Center.  Time one data included a total of 39 out of the 57 potential staff members, with 3 
administrators, 14 primary care staff members, 7 dental staff members, 7 behavioral 
health staff, 6 health educators, 1 physical therapist, and 1 holistic health educator.  There 
were 13 African Americans, 1 Asian, 4 Hispanic, 18 non-Hispanic Whites, one Native 
American, and 2 Others.  Out of the 39 participants, 34 were female and five were male.  
The majority of respondents either had some college (n=9) or a graduate degree (n=20), 
and all but three respondents worked at the center full time. 
Time two data included 31 out of the original 39 participants who participated in 
the focus groups and time one data collection, with 3 administrators, 8 primary care staff, 
6 dental staff, 7 behavioral health staff, 6 health educators, and 1 physical therapist.  
There were 8 African Americans, 1 Asian, 3 Hispanic, 17 non-Hispanic Whites, 1 Native 
American, and 1 Other.  Of the 31 participants, 27 were female and four were male.  The 
majority of respondents had a graduate degree (n=19), and ranged evenly between high 
school and some graduate school. 
Setting and Data Collection 
 The data was previously collected at Drexel’s Eleventh Street Family Health 
Service Center.  See Chapter 2 for a description. 
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Permission 
Drexel’s Institutional Review Board previously approved the study.  (See 
Appendices A & L).  Participant’s identifying information was removed from the data to 
ensure confidentiality and anonymity.   
Data Collection 
 Data was previously collected as described in chapter 2. 
Measurement 
Operational Definitions 
 Following are operational definitions of the key concepts in the study: 
• Collaborative Care is defined as patient care shared between healthcare 
providers ranging on a spectrum from parallel care to collaborative networking.  
Parallel care is considered a referral process with no ongoing contact between 
providers.  The next level is informal consultation where providers maintain 
occasional consultation over clinical concerns.  Formal consultation happens 
when there is a more formal, possibly contractual, arrangement between providers 
for ongoing consultation on patient care.  Coprovision of care consists of sharing 
non-hierarchical professional responsibility for patients and often seeing patients 
and families jointly.  Finally, Collaborative networking expands the coprovision 
of care model to include extended family, multiple healthcare providers, and 
community resources (Seaburn et al., 1996).     
• Health Care Providers are defined as individuals involved in biological, 
psychological, and/or social patient care including medical, mental health, and 
administrative persons. 
• Underprivileged Populations are defined as people “lacking the rights and 
advantages of other members of society; deprived” (The free dictionary definition 
of underprivileged, n. d.). 
• Health Disparities are defined as “gaps in the quality of health and health care 
across racial, ethnic, and socioeconomic groups. The Health Resources and 
Services Administration defines health disparities as "population-specific 
differences in the presence of disease, health outcomes, or access to health care.” 
(Wikipedia, the free encyclopedia definition of health disparities, n.d.). 
Self-Report Quantitative Measures 
Collaboration and Satisfaction With Care Decisions Scale (Baggs, 1994) 
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The first measure participants completed was the Collaboration and Satisfaction 
With Care Decisions Scale (Baggs, 1994) (See Appendix D).  This scale was developed 
in order to measure collaboration and satisfaction about care decisions between nurses 
and physicians.  The original pilot study consisted of 32 NICU nurses and 26 pediatric 
residents who had recently worked in the NICU or pediatric ICU.  The scale consisted of 
six questions focused on critical attributes of collaboration, one question focused on a 
global measure of the amount of collaboration occurring, and two questions regarding 
satisfaction with care decisions.    The author designed a brief scale so that participants 
could complete it as they worked.   
The six items measuring critical attributes of collaboration were scored on a 
Likert type scale ranging from 1 (strongly disagree) to 7 (strongly agree).  The seventh 
item on amount of collaboration was on a scale ranging from 1 (no collaboration) to 7 
(complete collaboration).  The two questions on satisfaction with care decisions were also 
on a Likert type scale ranging from 1 (not satisfied) to 7 (very satisfied). 
Content validity was supported through an extensive review of the literature and 
through review by 12 nursing and medical experts in collaborative practice.  The measure 
was also reviewed by 11 nurses and residents who were potential participants in the pilot 
study.  Ten of them responded that collaboration was clearly defined, the questions were 
understandable, and that they had sufficient information to answer the questions.  The 
11th individual did not respond.   
Criterion related validity was supported by a large correlation (r=0.87) between the 
global collaboration item score and the total of the six key attributes scores.  Construct 
validity was supported by factor analysis of six questions on key collaboration attributes.  
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The six items were predicted to represent one factor, and factor analysis confirmed with 
eigen-values ranging from 0.82 to 0.92.  The instrument also showed good internal 
consistency for the six items with a Cronbach’s alpha of 0.93.  The author and reviews 
analyzed the items for redundancy but did not identify any particular items that were 
overly redundant.  The correlation between the two satisfaction items was also large at 
r=0.64. A review of the measure also confirmed that it had good construct, content, and 
criterion validity, as well as good internal consistency (Dougherty & Larson, 2005). 
The measure was revised with the authors’ permission.  The items were adapted 
to reflect general collaboration between disciplines, rather than NICU nurses and 
pediatric residents.  In addition.  The items were adapted to overall global trends in 
collaboration rather than focusing on collaboration in specific instances. 
University of the West of England (UWE) Interprofessional Questionnaire 
(Pollard et al., 2004, 2005) 
The second measure consisted of four scales within the UWE Interprofessional 
Questionnaire (Pollard et al., 2004, 2005) (See Appendices E – H).  The scales were the 
Communication and Teamwork Scale, the Interprofessional Learning Scale, the 
Interprofessional Interaction Scale, and the Interprofessional Relationships Scale.  The 
aim in developing the scales was to assess social work students’ communication and team 
work skills, and attitudes towards professional collaboration. 
The scales were developed by faculty researchers from professions including 
adult nursing, midwifery, physiotherapy, social work, psychology, and epidemiology.  
Through the literature review, and the teams’ collective experience, they generated three 
specific areas of focus; communication and teamwork, interprofessional learning, and 
interprofessional  some questions on self assessed communication and teamwork skills 
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were reprinted with permission from the Government Civil Service Recruitment Gateway 
(H.M. Government, 2001).  The initial study (Pollard et al., 2004) developed and tested 
the Communication and Teamwork Scale, the Interprofessional Learning Scale, and the 
Interprofessional Interaction Scale.  Exploratory factor analysis found that each scale 
loaded onto a separate factor. 
 Each of the scales was a Likert type scale containing nine items.  Responses for 
the Communication and Teamwork scale ranged from 1 (strongly agree) to 4 (strongly 
disagree).  Scores ranged from a minimum of nine to a maximum of 36, with nine to 20 
indicating positive, 21-25 indicating neutral, and 26-36 indicating negative self-
assessment of communication and teamwork skills.  Responses for the Interprofessional 
Learning Scale and Interprofessional Interaction Scale ranged from1 (strongly agree) to 5 
(strongly disagree).  Scores on both scales ranged from a minimum of nine to a maximum 
of 45, with nine to 22 indicating positive, 23 to 31 indicating neutral, and 32 to 45 
indicating negative attitudes towards interprofessional learning and interprofessional 
interaction respectively.     
The authors performed a longitudinal quantitative analysis that collected data at 
four time points, including baseline, during the second year of study, at the time of taking 
vocational qualifying exams, and nine months following the qualifying exams.  The 
initial article (Pollard et al., 2004) examined the first two cohorts.  At baseline, 643 
students from 10 different programs completed the questionnaires.  During the second 
year, 209 students from three of the nursing programs completed the questionnaires.     
Reliability was assessed through test-retest administration of the three scales to 90 
respondents who were not participating in the study.  Pearson’s correlations for the three 
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scales were 0.78 for the Communication and Teamwork Scale, 0.86 for the 
Interprofessional Learning Scale, and 0.77 for the Interprofessional Interaction Scale.  
The researchers also analyzed the internal consistency and found Cronbach’s alpha of 
0.76, 0.84, and 0.82 for the three scales respectively.  Therefore the authors concluded 
that the scales demonstrated good reliability. 
Concurrent validity was established for the first two scales through comparison to 
scores on other scales assessing interprofessional communication and learning.  Forty 
nursing students who were not participating in the study completed the Communication 
and Teamwork Scale and the Interprofessional Learning Scale, as well as the 
Interpersonal Communication Competence Scale and Interprofessional Learning Scale.  
Pearson’s correlations between the two pairs of scales were 0.85 and 0.84 respectively, 
suggesting good concurrent validity.  The authors did not find a comparable scale to 
compare the Interprofessional Interaction Scale to, however, student responses on the 
scale were found to be supported by qualitative data from another study in the program 
on interprofessional interaction. 
Development of the Interprofessional Relationships Scale and data from the third 
and fourth cohorts of the longitudinal study were then presented in a second article 
(Pollard et al., 2005).  This fourth scale was not included in the original study as the 
participants had just started their academic program and the researchers believed that they 
lacked sufficient experience in social and healthcare environments at that time.  The 
Interprofessional Relationships Scale was developed through a literature review and 
consensus of the expert panel, as were the other scales.  It contained eight items with 
responses scored on a Likert type scale ranging from 1 (strongly agree) to 5 (strongly 
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disagree).  Total scores in the range of eight to 20 indicated positive, 21 to 27 indicated 
neutral, and 28 to 40 indicated negative attitudes towards respondent’s own 
interprofessional relationships.    
Exploratory factor analysis found two factors for this scale.  The first factor was 
concerned with relationships with colleagues within their discipline.  The second factor 
was concerned with relationships with other health and social care disciplines.  However, 
the two factors correlated strongly with one another (r=0.95), therefore the researchers 
believed the eight items were appropriate to use as one attitude scale. 
Reliability was established through test-retest administration to 38 respondents 
who were not part of the study, with a resulting score of r=0.83.  Internal consistency was 
also established with a Cronbach’s alpha of 0.71.  Concurrent validity was established 
through comparison of results to the Interdisciplinary Education Perception Scale.  Forty 
respondents completed both scales for correlation of r=0.72.       
Independent Variable 
For the quantitative portion of the study, the independent variable under 
investigation was participation in the focus groups.  Quantitative measures were 
completed at baseline, two weeks prior to the focus groups, then again at three months 
following the focus groups to assess for change following participation in the focus 
groups. 
Dependent Variable 
For the quantitative portion of the study, the dependent variables were attitudes 
regarding critical elements of collaboration, satisfaction with collaborative care decisions, 
frequency of collaboration, attitudes about interprofessional communication and 
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teamwork, attitudes about interprofessional learning, attitudes about interprofessional 
interaction, and attitudes about interprofessional relationships.  The first three variables 
were assessed through scores on the Collaboration and Satisfaction with Care Decisions 
Scale (Baggs, 1994) (See Appendix D).  The next four variables were assessed by the 
Communication and Teamwork Scale, Interprofessional Learning Scale, Interprofessional 
Interaction Scale, and Interprofessional Relationships Scale (Pollard et al., 2004, 2005) 
(See Appendices E – H) respectively.  
Data Processing and Analysis Plan 
Qualitative data was analyzed using a deductive analysis (Miles & Huberman, 
1994) that applies existing knowledge to a specific situation.  This approach organized 
the data collected into common codes, and was useful in identifying salient issues and 
experiences of the group under investigation.  Miles and Huberman (1994) define codes 
as “tags or labels for assigning units of meaning to the descriptive or inferential 
information complied during a study” (p. 56).  The PI used predefined codes suggested 
by the literature review such as hierarchy and professional philosophy (McDaniel et al., 
1992) in order to draw on the existing body of research literature and apply that 
knowledge to the specific population under investigation.   
An independent third party transcribed the audio recordings from the focus 
groups, and the field notes. The PI, chair (M. Davey) and dissertation committee member 
(R. Waite) independently reviewed the notes and transcription of the 6 focus groups and 
identified common codes using the predefined codes as a guide.  Predefined codes acted 
as a guide, but were deleted if they did not correspond to the participant’s responses.  
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New codes that were not included in the predefined list were also added.  (Miles & 
Huberman, 1994).  
As the PI, chair (M. Davey), and committee member (R. Waite) read through the 
transcripts they wrote in the left margin codes that emerged and in the right margin any 
specific notes or insights about the data.  The same process was applied to the notes taken 
during the focus groups.  Once the PI, chair, and committee member completed an initial 
round of open coding, they consulted with each other and continued reviewing the 
material until they reached consensus on the relevant codes.  The use of codes and 
marginal notes facilitated a deeper understanding and justified the codes used.  (Miles & 
Huberman, 1994). 
During the coding process, the PI also kept a research journal.  As ideas about 
codes and insights into possible connections and relationships occurred to the PI, they 
were entered into a journal.  This process allowed the PI to capture insights and ideas as 
they emerged.  Each entry was dated to help connect the memos to the coding process. 
Throughout the coding a reiterative process was used where codes, patterns and insights 
generated from previous analysis, were applied to current analysis (Miles & Huberman, 
1994). 
The questionnaires were numerically coded to protect participant’s identities.  The 
demographic information helped to place the individual participants in context.  The 
semi-structured questionnaires were coded using the same process used with the 
transcriptions and analyzed for new codes and congruency with the focus group 
responses. 
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Using SPSS 17.0, quantitative analysis included descriptive statistics, such as 
means and standard deviations, for each of the outcome variables in the study.  
Descriptive statistics were also analyzed to provide the frequency and distribution of 
responses. Secondly, paired t-tests were used to analyze participants’ data at baseline and 
3 months after the focus groups were completed to evaluate change over time in their 
views about collaborative care, particularly after participation in the focus groups. 
Finally, an exploration of salient contextual variables, particularly race, education, and 
profession were examined using ANOVAs.  
Validation Procedures 
Reliability and validity of the quantitative data were addressed by the use of 
reliable and valid instruments and application of appropriate statistical analysis for the 
sample size.  Trustworthiness for the qualitative portion of the study was addressed 
through the use of multiple coders.  The PI, chair, and committee member independently 
identified common codes and then consulted with each other and reanalyzed the data to 
reach consensus.  Miles and Huberman (1994) used the following formula to describe 
reliability and stated that intercoder agreement should be in the 90% range:  
Reliability = # agreements / (total # agreements + # disagreements).  
 In addition, an independent party with transcription experience was hired to transcribe 
the recordings of the focus group to help ensure accuracy.  Participant quotes were also 
included in the results section to help clarify and illustrate the codes that emerged (Green 
& Thorogood, 2004).  
 Credibility was addressed by presenting the findings and the identified codes to 
the participants to ensure that they agreed.  This was done both at the immediate 
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conclusion of each focus group, and again after the final list of codes was compiled.  The 
PI (P. Bruner), chair (M. Davey) and committee member (R.Waite) also met with the 
Center director, Dr. Gerrity to review the findings and get her feedback.  This feedback 
was then incorporated into the final findings, including recent changes at the Center since 
the study was completed.  In addition, the PI and chair will be formally presenting the 
findings to the entire staff at the Center at the next quarterly staff meeting on May 7, 
2010.  Participant feedback in this manner increases validity of the study by making sure 
the researchers capture the participants’ real thoughts and feelings, and are not overly 
biased by their own interpretation of the data. In this way the focus group data was 
triangulated between the participants, PI, and 2 coders to increase its validity.  Data was 
also triangulated by comparing the transcriptions and notes to the PI’s field journal to 
look for consensus and an accurate and complete picture of the data (Miles & Huberman, 
1994). Finally qualitative codes were shared with the participants to be sure their 
words/ideas were fully captured in the final codes, which was another sources of 
trustworthiness. 
 The use of archival data created a potential threat to validity.  Despite continued 
contact with the research site, the PI was not unable to follow up all with participants 
regarding missing data due to staff changes and lack of participant response.  
Self of the Researcher 
 In addition, the researchers used reflexivity, or the ability and willingness to 
acknowledge how they may influence the research process and results (Sandelowski & 
Barroso, 2001).  The primary researcher was a White, married, middle class woman with 
a bias that collaborative health care teamwork results in better patient and family care.  
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This bias arose out of a family of origin experience where my father was paralyzed and 
the mental health needs of the family were never addressed.  My privileged status as a 
White, middle class woman also created a bias where I expect a higher level of care than 
my family received.  Therefore, I am biased towards inclusion of MedFTs in health care 
settings.  To address these issues, I personally worked on family of origin history, and 
was transparent about my bias towards CC during the study.  Transparency and 
acknowledging biases increased the validity of the results.   
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CHAPTER 4: RESULTS 
 Results are presented in the following three sections.  In the first section, 
demographic characteristics of the sample at time 1 and at time 2 are presented.  In the 
next section the qualitative codes across and between focus groups are presented.  
Participant quotes are included to illustrate the identified themes.  Tables are included 
that present major themes, sub-themes, counts, and examples of verbatim codes.  Finally, 
the last section reviews the findings from the quantitative time 1 and time 2 analyses of 
the collaboration outcome measures.  The analysis includes descriptive characteristics of 
the outcome variables including minimums, maximums, means, standard deviations, and 
Cronbach’s alpha coefficients. Correlational analyses were also performed to explore 
associations between outcome variables.  A paired sample t-test two-tailed analysis was 
run to examine the significant mean differences between the time 1 and time 2 responses 
on the collaboration outcome variables. Two-tailed α was set at .05 in all analyses.  
Finally one way analyses of variance (ANOVA) were done to assess whether or not the 
collaboration outcome variables differed by race, education, and profession. 
DEMOGRAPHIC CHARCATERISTICS OF SAMPLE 
Demographic Characteristics of Time One Sample  
 At Time 1, the sample consisted of 39 participants out of a potential sampling 
frame of 57 staff members who were employed at the Center in April, 2009.  (See Table 
4.1 for demographic description of time one sample).  Nearly half of the staff members 
(43.6%) ranged in age from 46-60 years of age, and approximately a third (30.8%) 
ranged from 18-30 years of age.  The sample was primarily female (87.2% female; 12.8% 
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male).  The racial composition was 33.3% African American, 2.6% Asian, 10.3% 
Hispanic, 46.2% Non-Hispanic White, 2.6% Native American, and 5.1% Other.   
 Approximately a third (35.9%) of the sample worked within the primary 
healthcare discipline, and a total of 17.9% worked in either the behavioral health or the 
dental disciplines.  The rest of the sample was represented by administration, physical 
therapy, and holistic health education. Regarding education, over half of the sample 
(51.3%) had graduate degrees, and 23.1% had some college education.  Similarly, 20.5% 
of the sample had either 6-10 years or over 20 years work experience in that profession.  
However, 30.8% had been in that particular position at the center for less than a year, 
while 28.2% had been in the position at the center for five to six years suggested that this 
was a relatively new staff at the center.  They also reported that the majority of the staff 
was working full time with 48.7% of the sample working over 40 hours per week, and 
43.6% working less than 40 hours per week. 
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Table 4.1: Demographic Description for Time 1 Sample (n=39) 
Variable Sampling N Valid% 
Group Number   
Nurse Family Partnership 4 10.3 
Mixed Group 9 23.1 
Primary Care One 7 17.9 
Primary Care Two 6 15.4 
Dental 7 17.9 
Behavioral Health 6 15.4 
Total 39 100.0 
Age in Years   
18-30 12 30.8 
31-45 7 17.9 
46-60 17 43.6 
60+ 3 7.7 
Total 39 100.0 
Gender   
Male 5 12.8 
Female 34 87.2 
Total 39 100.0 
Race/Ethnicity   
African American 13 33.3 
Asian 1 2.6 
Hispanic 4 10.3 
Non-Hispanic White 18 46.2 
Native American 1 2.6 
Other 2 5.1 
Total 39 100.0 
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Table 4.1: Demographic Description for Time 1 Sample (n=39) 
Variable Sampling N Valid% 
Profession   
Administration 3 7.7 
Primary Care 14 35.9 
Dental Care 7 17.9 
Behavioral Health 7 17.9 
Health Educator 6 15.4 
Physical Therapy 1 2.6 
Holistic Health Educator 1 2.6 
Total 39 100.0 
Education/Degree   
High School 2 5.1 
Some College 9 23.1 
Associates Degree 1 2.6 
Bachelors Degree 4 10.3 
Some Graduate School 3 7.7 
Graduate Degree 20 51.3 
Total 39 100.0 
Years in Profession   
Less than 1 Year 6 15.4 
1-5 Years 7 17.9 
6-10 Years 8 20.5 
11-15 Years 5 12.8 
16-20 Years 5 12.8 
20+ Years 9 20.5 
Total 39 100.0 
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Table 4.1: Demographic Description for Time 1 Sample (n=39) 
Variable Sampling N Valid% 
Years in Position   
Less than 1 Year 12 30.8 
1-2 Years 10 25.6 
3-4 Years 6 15.4 
5-6 Years 11 28.2 
Total 39 100.0 
Hours per Week Worked in Position   
10-20 Hours 2 5.1 
21-30 Hours 1 2.6 
31-40 Hours 17 43.6 
40+ Hours 19 48.7 
Total 39 100.0 
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Demographic Characteristics of Time Two Sample 
 
The sample for Time 2 was comprised of 31 participants out of the original 39 
participants at Time 1. (See Table 4.2 for complete demographics of time two sample).  
The gender distribution remained the same from Time 1 to Time 2, however, the racial 
distribution shifted downward somewhat with 25.8% of the sample at time 2 being 
African American and 54.8% non-Hispanic White.  All of the participants who dropped 
out at time 2 were support staff, and 6 out of the 8 were from the primary care groups. 
Therefore, the majority of participants who dropped out at time 2 was African American, 
female and support staff.  In terms of profession or group at the Center, the majority of 
participants who dropped out at time 2 were support staff from primary care, with this 
discipline comprising only 25.8% of the sample at time two.  The composition of staff 
from the other groups remained unchanged.  Demographics for education also shifted, 
with participants with some college dropping to 12.9% and those with graduate degrees 
increasing to 61.3%.  Related to this change in demographics from time 1 to time 2  was a 
shift in years in current position at the center with those holding their positions for less 
than a year dropping to 25.8% and those in their current the positions for five to six years 
increasing to 32.3%.  Hours worked per week did not shift substantially with the same 
distribution at times one and two. 
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Table 4.2: Demographic Characteristics for Time 2 (n=31)  
Variable Sampling N Valid% 
Group Number   
Nurse Family Partnership 4 12.9 
Mixed Group 8 25.8 
Primary Care One 4 12.9 
Primary Care Two 3 9.7 
Dental 6 19.4 
Behavioral Health 6 19.4 
Total 31 100.0 
Age in Years   
18-30 6 19.4 
31-45 7 22.6 
46-60 15 48.4 
60+ 3 9.7 
Total 31 100.0 
Gender   
Male 4 12.9 
Female 27 87.1 
Total 31 100.0 
Race/Ethnicity   
African American 8 25.8 
Asian 1 3.2 
Hispanic 3 9.7 
Non-Hispanic White 17 54.8 
Native American 1 3.2 
Other 1 3.2 
Total 31 100.0 
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Table 4.2: Demographic Characteristics for Time 2 (n=31)  
Profession   
Administration 3 9.7 
Primary Care 8 25.8 
Dental Care 6 19.4 
Behavioral Health 7 22.6 
Health Educator 6 19.4 
Physical Therapy 1 3.2 
Holistic Health Educator 0 0 
Total 31 100.0 
Education/Degree   
High School 1 3.2 
Some College 9 12.9 
Associates Degree 0 0 
Bachelors Degree 4 12.9 
Some Graduate School 3 9.7 
Graduate Degree 19 61.3 
Total 31 100.0 
Years in Profession    
Less than 1 Year 2 6.5 
1-5 Years 6 179.4 
6-10 Years 5 16.1 
11-15 Years 5 16.1 
16-20 Years 5 16.1 
20+ Years 8 25.8 
Total 31 100.0 
 90
Table 4.2: Demographic Characteristics for Time 2 (n=31)  
Years in Position   
Less than 1 Year 8 25.8 
1-2 Years 8 25.8 
3-4 Years 5 16.1 
5-6 Years 8 32.3 
Total 31 100.0 
Hours per Week Worked in Position   
10-20 Hours 2 6.5 
21-30 Hours 1 3.2 
31-40 Hours 14 45.2 
40+ Hours 14 45.2 
Total 31 100.0 
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Demographic Characteristics by Group Membership For Time One and Time Two 
Demographic frequencies were then run by group membership for those who 
completed the study, both at time 1 and at time 2 assessments (See Table 4.3 for 
demographic profile by group membership).  The Nurse Family Partnership group was 
comprised of four women, two of whom were 18-30, one was 31-45, and one was 46-60.  
Three of them were non-Hispanic White and one was African American.  One had a 
bachelor’s degree, two had some graduate school, and one had a graduate degree.  
Number of years in the profession ran the entire range of less than one year, to over 20 
years.  Two of them had been in their current position less than one year, while one had 
been there for three to four years, and one had been there five to six years.  The three 
nurses working in the field were all full time, working at least 40 hours per week, while 
the supervisor worked part-time, 10 to 20 hours per week. 
 In contrast, the Mixed Group was somewhat more diverse.  There were seven 
women and one man in this group, with six non-Hispanic White, one Hispanic and one 
who identified as Other regarding ethnic/racial membership.  This group was highly 
educated, with two participants having a bachelor degree, one have some graduate 
school, and five having graduate degrees.  They were fairly evenly distributed in terms of 
length of time in their profession, but seven of them had been in their current positions 
either less than one year or between one to two years.  The majority of them also worked 
full time at the Center. 
 The first Primary Care group was comprised of four participants.  However as 
noted previously, three of the original seven participants from this group did not return 
Time 2 data so they are not represented in this time 2 descriptive data.  The remaining 
participants were all women and ranged in age from 31 to over 60.  There were two 
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Hispanic and two non-Hispanic White participants.  All four respondents had graduate 
degrees and had been in their profession at least six years.  Time in their current position 
ranged from one to four years.  Finally, they were all full time employees at the center. 
 Similarly, the Primary Care group 2 who completed time 2 assessments was 
comprised of three participants out of the original six who participated in time 1 data 
collection and the focus group discussion.  They were all women and two were African 
American and one was Native American.  One had some college education while two had 
graduate degrees.  Years in their profession ranged from one to five years, to 16 to 20 
years.  They all worked at the Center for at least three years, and all worked over 40 
hours per week. 
 The Behavioral Health group was comprised of five women and one man, and 
five of the respondents were between 31 to 45 years of age, and one was between 46 and 
60.  There were two African Americans and four non-Hispanic Whites.  One respondent 
had some college education while the other five had graduate degrees.  They had all been 
in their current profession for at least six years, and worked at the Center for either one to 
two years (n=2) or five to six years (n=4).  They all worked full time at the center. 
 Finally, the Dental group was comprised of four women and two men, ranging in 
age from 31 to over 60.  There were three African Americans, one Asian, and two non-
Hispanic White participants.  Their education levels were diverse, ranging from high 
school, to graduate degrees.  Length of time in the profession also varied, but half of the 
respondents reported being in the profession over 20 years.  Length of time in their 
current position also varied, but three of the participants had been at the Center for 
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between five and six years.  All but one of the staff members in this group was a full time 
employee at the center.  
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Table 4.3: Demographic Characteristics by Group Membership of Time 2 Sample 
(n=31) 
 Group Membership Total
Variable 
Nurse 
Family 
Partnership 
Mixed 
Group 
Primary 
Care 
One 
Primary 
Care 
Two 
Dental Beh Health  
Age in Years        
18-30 2 4 0 0 0 0 6 
31-45 1 2 1 1 2 5 12 
46-60 1 2 2 2 3 1 11 
60+ 0 0 1 0 1 0 2 
Total 4 8 4 3 0 6 31 
Gender        
Male 0 1 0 0 2 1 4 
Female 4 7 4 3 4 5 27 
Total 4 8 4 3 6 6 31 
Race/Ethnicity        
African American 1 0 0 2 3 2 8 
Asian 0 0 0 0 1 0 1 
Hispanic 0 1 2 0 0 0 3 
Non-Hispanic 
White 
3 6 2 0 2 4 17 
Native American 0 0 0 1 0 0 1 
Other 0 1 0 0 0 0 1 
Total 4 8 4 3 6 6 31 
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Table 4.3: Demographic Characteristics by Group Membership of Time 2 Sample 
(n=31) 
 Group Membership Total
Variable 
Nurse 
Family 
Partnership 
Mixed 
Group 
Primary 
Care 
One 
Primary 
Care 
Two 
Dental Beh Health  
Profession         
Administration 1 1 1 0 0 0 3 
Primary Care 1 2 2 3 0 0 8 
Dental Care 0 0 0 0 6 0 6 
Behavioral Health 0 1 0 0 0 6 7 
Health Educator 2 3 1 0 0 0 6 
Physical Therapy 0 1 0 0 0 0 1 
Holistic Health 
Educator 
0 0 0 0 0 0 0 
Physical Therapy 0 1 0 0 0 0 1 
Total 4 8 4 3 6 6 31 
Education/ 
Degree 
       
High school 0 0 0 0 1 0 1 
Some College 0 0 0 1 2 1 4 
Associates Degree 0 0 0 0 0 0 0 
Bachelors Degree 1 2 0 0 1 0 4 
Some Graduate 
School 
2 1 0 0 0 0 3 
Graduate Degree 1 5 4 2 2 5 19 
Total 4 8 4 3 6 6 31 
 96
Table 4.3: Demographic Characteristics by Group Membership of Time 2 Sample 
(n=31) 
 Group Membership Total
Variable 
Nurse 
Family 
Partnership 
Mixed 
Group 
Primary 
Care 
One 
Primary 
Care 
Two 
Dental Beh Health  
Years in 
Profession 
       
Less than 1 Year 1 1 0 0 0 0 2 
1-5 Years 1 3 0 1 1 0 6 
6-10 Years 0 0 1 1 1 2 5 
11-15 Years 0 2 0 0 0 3 5 
16-20 Years 1 0 1 1 1 1 5 
20+ Years 1 2 2 0 3 0 8 
Total 4 8 4 3 6 6 31 
Years in Position        
Less than 1 Year 2 4 0 0 2 0 8 
1-2 Years 0 3 3 0 0 2 8 
3-4 Years 1 0 1 2 1 0 8 
5-6 Years 1 1 0 1 3 4 10 
Total 4 8 4 3 6 6 31 
Hours Per Week 
Worked in 
Position 
       
10-20 Hours 1 1 0 0 0 0 2 
21-30 Hours 0 0 0 0 1 0 1 
31-40 Hours 2 4 1 0 2 5 14 
40+ Hours 1 3 3 3 3 1 14 
Total 4 8 4 3 6 6 31 
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QUALITATIVE ANALYSIS 
 
 The qualitative part of the dissertation consisted of six within discipline focus 
groups, as well as a semi-structured self-report questionnaire that mirrored the focus 
group questions to allow participants to both publicly (focus group discussion) and 
privately (self-report survey) explore the research questions.  Employees at the study site 
were assigned to each of the 6 focus group according to what team within the center they 
were a member of and also according to their staff schedules. 
 The first group was the Nurse Family Partnership.  This group consisted of four 
female participants.  This group provided home based nursing services to first time 
mothers.  The participants included three full time nurses, and one part-time supervisor. 
 The second group was the Mixed Group.  This group consisted of a mix of 
disciplines within the center including administration, AmeriCorps volunteers, a physical 
therapist, a nurse educator, a health educator, a pediatric social worker, and a behavioral 
health consultant.  Due to the small size of some of the disciplines, several of them were 
combined to create this diverse group of staff members, comprised of seven women and 
two men. 
 The third and fourth groups were Primary Care One and Primary Care Two.  
Primary Care One consisted of nurses, medical assistants, front desk staff, a social 
worker, and a health education outreach coordinator, for a total of seven female 
participants. Primary Care Two consisted of nurses, medical assistants, and front desk 
staff, for a total of six female participants.   
 The fifth group was the Dental Group comprised of two men and five women.  
This group consisted of dentists, a dental hygienist, dental assistants, an office manager, 
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and a front desk staff person.  The sixth group was Behavioral Health.  This group 
consisted of therapists and one front desk staff person. 
 All of the study participants responded to the following qualitative research 
questions: 
1: What facilitates and/or impedes collaboration between health care providers in a 
community based agency serving underprivileged populations? 
2: How do the provider and patient characteristics impact the process? 
3. What are the providers’ perceptions of family involvement and its importance in health 
care? 
4. At what level(s) of collaboration is the agency currently practicing? 
Nurse Family Partnership 
Focus Group Responses to Research Question One 
Factors that Facilitate Collaboration 
 The Nurse Family Partnership group identified five dominant themes regarding 
what facilitates collaboration.  Dominant themes were defined as themes that at least half 
of the group endorsed and that were agreed upon by the three coders (PI, chair, and 
committee member).  These themes which are described below with illustrative quotes 
were: Communication Systems, Provider Interactions, Patient Factors, 
Structural/Building Issues, and Shared Vision (see Table 4.4). 
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Table 4.4: Nurse Family Partnership Focus Group Themes, Sub-Themes, Counts, and 
Examples of Verbatim Codes 
Research 
Question Themes Sub-Themes Count 
Examples of  
Verbatim Codes 
Factors That 
Facilitate 
Collaboration 
Communication 
Systems 
Intra-
department 
meetings 
3 • Importance of 
weekly team 
meetings 
  Inter-
department 
meetings 
2 • Value of inviting 
others into their team 
meetings, solidifies 
things, puts a name 
to a face 
• Regular center 
meetings facilitate 
collaboration 
Informal 
contact 
4 • Ability to email and 
call other staff 
• Informal contact in 
the hallways 
Provider 
Interactions 
Mutual respect 4 • Collaboration is 
facilitated by the 
respect we have for 
each other 
Visibility 2 • Going to 
management 
meetings helps the 
rest of the center see 
me on a more regular 
basis, we seem more 
accessible  
Receptive to 
collaboration 
2 • Everyone seems 
really receptive to 
collaborating 
• Everyone is friendly 
and open 
Patient Factors Patient multiple 
issues 
3 • Most of the clients 
are low income and 
need help with 
medical assistance 
 Homogenous 
patient 
population 
1 • Leads to a shared 
understanding of the 
patient population 
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Table 4.4: Nurse Family Partnership Focus Group Themes, Sub-Themes, Counts, and 
Examples of Verbatim Codes 
Research 
Question Themes Sub-Themes Count 
Examples of  
Verbatim Codes 
Structural/ 
Building Issues 
Physical 
proximity 
within the 
building 
1 • Physical proximity 
within the building is 
paramount 
Collocation 2 • We’ve got so many 
services here, it’s a 
good option for 
clients 
• Having so many 
different teams and 
disciplines right here 
in the building is 
wonderful 
Shared Vision Provider 
expertise 
2 • Collaborate to take 
advantage of other’s 
greater depth of 
knowledge or 
experience on a 
subject matter 
Administration 
leadership 
1 • Center guided by the 
director’s vision 
Shared goals 4 • Helping patient any 
way possible 
• Our ultimate desire is 
to meet the needs of 
the client, that’s what 
we’re striving for 
Factors That 
Impede 
Collaboration 
Busy Work volume 1 • We have a full case 
load 
• We’re working at 
maximum capacity 
 101
Table 4.4: Nurse Family Partnership Focus Group Themes, Sub-Themes, Counts, and 
Examples of Verbatim Codes 
Research 
Question Themes Sub-Themes Count 
Examples of  
Verbatim Codes 
Patient Factors Patient multiple 
issues 
2 • Patients often move 
and have phones cut 
off 
• Patients are low 
income 
• Problems are not so 
much about what’s 
going on between 
departments, it’s 
more how the 
client’s life impacts 
the result 
Non-
compliance 
3 • Our schedules are 
really inconsistent 
because our clients 
don’t always show 
up 
Provider 
Interactions 
Lack of 
referrals 
1 • There’s no reason we 
shouldn’t get more 
referrals  
Visibility 4 • It’s the nature of our 
group to be out in the 
field 
• Less visibility as a 
part time employee 
Model 
Differences 
Different 
cancellation 
policies 
1 • I’ve gotten a client 
engaged with 
behavioral health 
they had 
cancellations and no 
shows so they close 
the case, we have 
cancellations and no 
shows too, but we 
continue to try to 
reengage the client 
Provider 
Characteristics 
Patient Treatment Advocacy 1 • We want to help 
clients build a 
support system 
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Table 4.4: Nurse Family Partnership Focus Group Themes, Sub-Themes, Counts, and 
Examples of Verbatim Codes 
Research 
Question Themes Sub-Themes Count 
Examples of  
Verbatim Codes 
Shared Vision Commitment to 
collaboration 
1 • We have an 
environment of 
people who are very 
open team players 
Openness to 
getting help 
1 • Have no problem 
seeking out help and 
taking advantage of 
other’s expertise 
Provider 
Interactions 
Mutual respect 4 • Collaboration is 
facilitated by the 
respect we have for 
each other 
• We have a great 
team and work well 
together 
Demographics Racial issues 3 • Interactions with 
patients are different 
depending on race 
• There’s some 
believability as an 
African American 
nurse 
 Age 2 • Less experience as 
young providers 
Diversity 1 • Variety of providers 
in terms of age, race, 
and gender 
Provider roles 1 • Have more access to 
collaboration as the 
director 
Patient 
Characteristics 
Underprivileged Patient multiple 
issues 
4 • Mobility and phone 
cut off issues 
• 90% African 
American, 100% low 
income 
• Most of the clients 
are low income and 
need help with 
medical assistance 
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Table 4.4: Nurse Family Partnership Focus Group Themes, Sub-Themes, Counts, and 
Examples of Verbatim Codes 
Research 
Question Themes Sub-Themes Count 
Examples of  
Verbatim Codes 
Treatment Issues Patient non-
compliance 
3 • Tough to engage 
patients in outpatient 
services 
Mental/Emotional 
Issues 
Intra-group 
racial 
discomfort 
1 • I’ve had (African 
American) clients 
say I’m glad this 
nurse is White 
because I don’t get 
along with Black 
people 
Demographics Age 2 • Serve first time 
moms from teens to 
women in their 40’s 
• Patients mostly 
younger teen moms 
Family and 
Community 
Patient Centered Program 
philosophy 
2 • The client takes 
priority over major 
outreach efforts to 
family members or 
the community 
• Including family 
would dilute the 1:1 
relationship 
• David Olds model 
Serendipitous 
family 
involvement 
3 • I’ve only had 1 or 2 
clients where the 
family was very 
involved 
Referrals Community 
referrals 
1 • Word of mouth 
referrals in the 
community 
Shared Vision Connection to 
community 
2 • It’s our goal to help 
our clients be able to 
get involved with 
their community 
resources 
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Table 4.4: Nurse Family Partnership Focus Group Themes, Sub-Themes, Counts, and 
Examples of Verbatim Codes 
Research 
Question Themes Sub-Themes Count 
Examples of  
Verbatim Codes 
Wish List for 
the Center 
Communication 
Systems 
11th Street 
Facebook 
1 • I would love to have 
an 11th Street 
Facebook, I think it 
would make it so 
much easier to 
collaborate 
Provider 
Interactions 
Referrals 1 • It would be great to 
get quick referrals 
without all these 
referral forms and 
having to make 10 
phone calls 
• 100% of our referrals 
should come from 
here 
 Visibility 1 • Getting more 
involved with other 
departments to 
increase our 
visibility 
Direct 
collaborations 
1 • It would be great to 
have a family 
individual and family 
therapist go along on 
every visits, and a 
social worker 
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Communication Systems 
 The four members of the Nurse Family Partnership group identified 
Communications Systems as an important factor that facilitates collaboration within the 
center.  Several sub-themes also emerged within this dominant theme.  The first of these 
was Intra-department Meetings.  The group viewed their weekly staff meetings and 
supervision as a key part of their collaborative process.  They stated that as a home based 
service, they are often out in the field so these formal, planned meetings were an 
important part of staying connected to each other. 
 A second sub-theme was Inter-department Meetings.  They stated that while they 
stayed connected as a group, being out of the building for the majority of the day made it 
more difficult to stay connected and collaborate with other departments at the center.  
Therefore, they valued the quarterly agency staff meetings, and stated that they also 
invited providers from other departments such as behavioral health and social work, into 
their regularly scheduled meetings.  They discussed how these contacts solidified their 
connection with other departments, and also helped them to put a name to a face. 
“We’ve had a couple of the other um like behavioral health people in to our team 
meetings which I think really helps cause that sort of solidifies, like it’s really 
nice having a face to a name, um and I think everyone’s pretty open to 
collaboration.” 
  
A third sub-theme within Communication Systems was Informal Contact.  The group 
stated that seeing other providers in the hallway facilitated a quick and on the spot 
collaboration. They viewed being able to check with others informally as an important 
part of the collaborative process 
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Provider Interactions 
 A second dominant theme that emerged was Provider Interactions.  They saw the 
way that providers interacted with each other as an important part of the collaborative 
process.  Three sub-themes emerged within this major theme. 
 The first sub-theme was Mutual Respect.  The entire group endorsed the idea that 
the respect they have both within their group and between their group and other providers 
facilitated their ability to collaborate.  A second sub-theme was Visibility.  The group 
recognized that as home based providers they spent much less time in the building, 
therefore, having the time to be visible to other providers helped facilitate interactions 
and getting referrals.  It was noted that as group members attended more inter-
departmental meetings and got to know other providers at the center, the number of 
referrals they received from within the center increased dramatically.  
“I think my increase in attendance at the management meeting and getting 
constantly, and being in the face of the other departments…has significantly 
(increased) the amount of referrals that we have gotten from 11th Street, because 
when I first came here almost four years ago now very, very few of our nurse 
family partnership clients were actually referrals from the health center.” 
 A final sub-theme within Provider Interactions was Receptive to Collaboration.  
The group noted that everyone in the center was friendly and open to collaboration.  This 
openness was seen was making collaboration much easier. 
Patient Factors 
 A third theme was Patient Factors.  The group recognized that characteristics 
about the population they served tended to facilitate collaboration.  A sub-theme that 
emerged was Patient Multiple Issues.  The group noted that their clients tend to be low 
income and often require help with medical issues and insurance.  They stated that these 
issues tended to signal the need for more interdisciplinary collaboration.  A second sub-
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theme was Homogeneous Patient Population.  They noted that having a patient 
population with similar characteristics led to a shared understanding of the population.  
“…there’s a number of similarities as far as race and age and ethnicity um seen in 
the community and the clients that come here, um so I think that that fosters 
collaboration because I feel as though…we all sort of have similar experiences 
um working with this particular population.”  
   
Structural/Building Issues 
 A fourth major theme was Structural/Building Issues.  The group discussed how 
the design of the center tended to facilitate collaboration.  A sub-theme was Collocation.  
The group valued having multiple, diverse providers all located in one location.  They 
also saw it as an important benefit for their clients and for themselves. 
“We have so many services here that’s a good option for clients, particularly those 
who live geographically close.”   
  
A second sub-theme that emerged was Physical Proximity Within the Building.  This 
theme was seen as paramount to the collaboration process.  The group saw it as a key to 
facilitating the communication between providers, and enabled them to have face to face 
contact, and spontaneous collaboration.   
Shared Vision 
 The final major theme for this group focused on what facilitates collaboration 
which was Shared Vision.  The group endorsed the idea that they carried a common 
vision and goal in their work.  They identified the sub-theme of Provider Expertise as an 
important component of their shared vision.  They stated that they valued being able to 
take advantage of the greater depth of knowledge and experience of the diverse providers 
within the center. 
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 Another aspect of their shared vision was Administration Leadership.  They noted 
that the center is guided by the director’s vision, which values collaboration and a holistic 
approach to healthcare.   
“The director had a vision/need for a collaborative health care environment for 
years…now we have an environment of people who are very open team 
players…people who are very interested in that vision and that common goal.” 
 
Finally, the group noted a sub-theme of Shared Goals.  They stated that they have 
specific goals that guide their work such as helping the patient anyway possible, and 
having an ultimate desire of meeting the patient’s needs.  These goals helped to facilitate 
their acceptance and enthusiasm for collaborating with other providers. 
Factors that Impede Collaboration 
 The Nurse Family Partnership identified two dominant themes and two non-
dominant themes regarding factors that impede collaboration at the center.  The dominant 
themes were Patient Factors and Provider Interactions.  The non-dominant themes were 
Busy and Model Differences. 
Patient Factors 
 Factors having to do with their patient population were not only seen to facilitate 
collaboration, but also to impede collaboration.  The first sub-theme that emerged was 
Patient Multiple Issues.  As noted before, their patients’ multiple and often complex 
issues often facilitated collaboration due the patient’s multiple needs; however, they 
could also interfere with collaboration when the patients were difficult to reach.  They 
noted that patients often moved and/or lost phone service, which made it challenging to 
serve them.  Furthermore, according to one participant, 
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“…one of the impediments… towards reaching the goal of an effective 
collaboration is being able to get in touch with the client again, or difficulties in 
keeping touch and getting the information conveyed …seeing that the client is 
following through…so it’s not what’s going on between departments here, it’s 
more how the client’s life impacts the result.” 
 
 A second sub-theme around patient factors was Non-Compliance.  The group 
noted that patients often failed to show up for scheduled appointments.  Therefore, they 
often experienced scheduling inconsistencies, making it difficult for them to know when 
they would be able to connect with other providers at the center. 
 Provider Interactions 
 A second major theme was Provider Interactions.  The group discussed a sub-
theme of Referrals.  It was noted that while the number of referrals to their home based 
program from within the center was increasing, they were still receiving fewer than they 
would hope for.  One participant noted, 
“…there is really no reason why 100% of our referrals should not come from 11th 
Street…I still don’t think we get nearly enough…there must still be some missing 
connection.” 
 
 A second sub-theme was Visibility.  As noted earlier, their ability to be visible 
and accessible within the center helped to facilitate collaboration.  However, they noted 
that it was the nature of their group to be out of the building, therefore greatly decreasing 
their ability to be visible to and interacting with other providers. 
Model Differences 
A non-dominant theme that emerged was Model Differences.  The participants 
noted that the different ways that departments operated could sometimes interfere with 
collaboration.  A specific sub-theme that emerged was Different Cancellation Policies.  
One participant stated: 
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“I have gotten a client hooked up with behavioral health but then the client was 
never really engaged in the process...had a number of cancellations or no-shows 
and then the rules of that department were that they had to close the case…we 
also deal with lots of cancellations and no-shows but we continue to try to re-
engage the client.”  
 
Busy 
 A final non-dominant theme for factors that impeded collaboration was Busy.  
The sub-theme that emerged was Work Volume.  It was noted that their group had a full 
case load and that they were working at maximum capacity.  Their busy schedules were 
seen as making it difficult to connect with and collaborate with other providers. 
“The volume of what people are doing every day sometimes makes it hard to stop 
and make that phone call or send that e-mail or call someone down you know 
instantaneously and so maybe collaboration might be delayed a little bit longer.” 
 
Focus Group Responses to Research Question Two 
Provider Characteristics 
 The Nurse Family Partnership group identified three dominant themes and one 
non-dominant theme associated with Provider Characteristics.  The dominant themes 
were Shared Vision, Provider Interactions, and Demographics.  The non-dominant theme 
was Patient Treatment. 
 Shared Vision 
 The group described themselves as having a shared vision regarding how they 
function as professionals.  They noted a sub-theme of Commitment to Collaboration as a 
defining aspect of their provider characteristics.  They stated that they are open team 
players.  In addition, a second sub-theme was Openness to Getting Help.  It was noted 
that they had no problem seeking help and taking advantage of other’s expertise. 
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Provider Interactions 
 A second theme was Provider Interactions, with a sub-theme of Mutual Respect.  
They noted that they have a great team that works well together.  In addition, they stated 
that their team work was facilitated by the mutual respect they have for one another.    
“The fact that we’re all right here in this building, there’s so many different teams 
and disciplines right here in the building is wonderful, and um the respect among 
those groups and teams is definitely seen, everyone is very friendly and open.” 
 
 Demographics 
 Another theme that emerged was Demographics.  The participants noted several 
contextual variables that impacted the collaborative process.  The first sub-theme was 
Race.  The group noted how their race sometimes impacted their interactions.  One 
participant noted that she was initially apprehensive about being a White provider going 
out into a predominantly African American community, but noted that it has not 
presented a problem with patient care.  In contrast, another participant stated, 
“I haven’t had any negative experiences….I haven’t had any clients come out 
right and say they’re happy that they have a Black nurse….There is some 
believability with me because I am a younger African American woman so I look 
like them and sometimes I may talk like them or dress like them so I think there is 
some relate-ability.”  
 
 Another White provider noted that 
“…one client’s mother said to me “ma’am, you’re Black, you’re Black like we 
are”, which I took as a compliment, basically saying you’re one of us”. 
 
Group members also noted that interactions with patients at times differed 
according to race.  One participant noted that as a White provider she felt less 
comfortable being directive with her patients than one of the African American providers 
in her group because she did not want to inadvertently offend an African American 
patient due to her race and privilege. 
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A second sub-theme was Age.  Several participants noted that as younger 
providers they were less experienced and were likely to seek out help from more 
experienced providers.  It was also noted, however, that the skills of younger providers 
may not always be recognized. 
“Maybe my age is a bit of a hindrance if only for those that are like the older staff, 
maybe sees me as young.” 
 
Another sub-theme under the theme of Demographics was Diversity.  The group 
noted that providers in the center were fairly diverse in terms of race and age.  They 
noted that while providers in the Center were predominantly female, overall the Center 
felt diverse and well balanced. 
The final sub-theme was Provider Roles.  One team member noted that the group 
director had more access to collaboration through her participation in management level 
meetings.  This role was seen as essential in facilitating visibility and collaboration for 
the entire team. 
“As a supervisor I do, I get to participate in management team level meetings 
across the center and um as a result of that I think that has really helped me to 
have a more collaborative role in the Center.” 
 
Patient Treatment 
The final non-dominant theme that emerged was Patient Treatment.  The sub-
theme associated with this theme was Advocacy.  One group member discussed how they 
advocate for their patients by helping them to build a support system.    
Patient Characteristics 
 The Nurse Family Partnership group identified three dominant themes and one 
non-dominant theme regarding Patient Characteristics and collaboration.  The dominant 
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themes were Underprivileged, Treatment Issues, and Demographics.  The non-dominant 
theme was Mental/Emotional Issues. 
 Underprivileged 
 A significant characteristic about the patients that emerged from the focus group 
was that their patients tended to be underprivileged.  The sub-theme that was identified 
was Patient Multiple Issues.  One participant stated that 
“…our clients are probably 90% African American low income; they’re 100% 
low income.” 
 
 The patients’ contextual variables of being minorities and low income were seen 
by the group as being connected to having chaotic lives where they often moved 
frequently and lost their phone service.  In addition, the group noted that their patients 
often lacked medical insurance. 
 Treatment Issues 
 Treatment issues were another major theme that emerged.  Within that theme the 
sub-theme of Patient Non-Compliance was discussed.  The group noted that it was 
difficult to engage their patients in outpatient services.  They stated that patients often 
missed appointments and that they had to work hard to try to re-engage them. 
“Some of our clients…can sometimes be a hindrance because they won’t follow 
through with appointments.” 
 
 Demographics 
 A final dominant theme was Demographics.  From that theme the sub-theme of 
Age emerged.  Participants stated that the program serves first time mothers who could 
range in age from adolescents to women in their 40’s.  However, they noted that the 
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patients were primarily younger teenage mothers.  They discussed the center’s drive to 
engage these young mothers and how at other centers 
“…our younger clients sort of get…things not offered to them…because they just 
think they wouldn’t be interested as teenagers…but here at 11th Street I don’t see 
that…we do more to engage them here and you know and we really go out of the 
way to try to do more than what other places would do, certainly recognizing that 
teenagers are teenagers and it’s just a developmental phase, and we’re not biased 
against them” 
 
Mental/Emotional Issues 
One non-dominant theme of Mental/Emotional Issues also emerged from the 
discussion on patient characteristics.  One participant noted the occurrence of intra-group 
racial discomfort and internalized racism.  She stated that 
“I’ve had clients who say fun things like…I’m glad that this nurse is White cause 
I don’t get along with Black people…you never know what clients are going to 
say…I would never have expected that response from a client.” 
 
This quote suggested internalized racism within the African American community that 
the group served. 
Focus Group Responses to Research Question Three 
Family and Community Involvement 
The Nurse Family Partnership group identified two dominant themes and one 
non-dominant theme regarding family and community involvement in collaboration at the 
Center.  The dominant themes were Patient Centered and Shared Vision.  The non-
dominant theme was Referrals. 
Patient Centered 
The group discussed how their program is primarily focused on the nurse-patient 
relationship.  The first sub-theme that emerged was their Program’s Philosophy.  One 
participant noted that the Nurse Family Partnership program is guided by the David Olds 
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model which emphasizes a one on one relationship between the patient and the provider.  
They stated that the client takes priority over major outreach efforts to family or 
community members.  One participant stated that 
“One of the primary basic components of the program is that relationship between 
the nurse and the client…there would be a sense of uncomfortableness for the 
nurse to go too far beyond that relationship if the client made that initiative then 
we would never deny involvement but if the client didn’t seek out that greater 
involvement I don’t think anyone would feel comfortable because we want to 
make sure we’re securing that relationship with the client.” 
 
 The participants noted the tension between their program’s philosophy and the 
overall philosophy about collaboration at the 11th Street Center.  However, they 
emphasized that family and community were rarely involved in their home-based work. 
 A second sub-theme that emerged was Serendipitous Family Involvement.  Again, 
the participants noted that in general family was not directly involved in care, but on rare 
occasions they were included if the patient requested the involvement.  One participant 
noted that she only had one or two clients where the family was involved.  Another 
participant stated that younger mothers tended to have more family  
involvement, but that the providers did not actively seek family involvement.  
Shared Vision 
A second dominant theme was Shared Vision.  Under this theme the sub-theme 
Connection to the Community emerged.  The group noted that they had a shared goal of 
helping their clients get involved with community resources, including accessing general 
healthcare at the 11th Street Center.  They also noted the desire for clients to build up 
their support system, despite this being contradictory of the David Olds practice model of 
one on one care between the nurse and patient. 
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Referrals 
The final non-dominant theme was Referrals.  One participant noted that they 
received word of mouth referrals from the community.   
 Focus Group Responses to Research Question Four 
Wish List for the Center 
 The levels of collaboration practiced at the health center were indirectly explored 
by focus group participants.  Participants explored the question through discussing their 
wish lists for the center.  In addition, responses from the first three research questions 
were used to explore levels of collaboration. 
 The Nurse Family Partnership group identified one dominant theme and one non-
dominant theme pertaining to their wishes for the center.  The dominant theme was 
Provider Interactions.  The non-dominant theme was Communication Systems. 
Provider Interactions 
 Under the theme of Provider Interactions, the group identified three sub-themes.  
The first sub-theme was Referrals.  They expressed a desire to get more referrals for their 
program from within the center.  They also wished that the referral process was easier.  
One participant stated that it would be helpful if they could 
“…quickly get in contact with the person that you really need somebody to do 
something with you know without all these referral forms and you know 10 phone 
calls, phone tag.” 
 
 A second sub-theme was Visibility.  They expressed a desire for more face to face 
contact with other departments.  The final sub-theme was Direct Collaborations.  One 
participant stated that she would want to 
“…have a family individual and family therapist go along on every visit and a 
social worker”. 
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While the participants seemed to value the idea of direct collaboration with other 
departments and having them more involved in their work, another participant noted that 
bringing other providers along on their home visits was contradictory to the David Olds 
practice model.   
General Themes on Levels of Collaboration 
 In general the Nurse Family Partnership group described their collaborative 
process as predominantly improving referrals within the health center.  Their 
collaborative activities seemed to consist primarily of receiving referrals to their program 
from other departments within the Center, as well as referring their patients for services 
at the Center.  They described some tension between their practice model and the 
transdisciplinary model promoted at the 11th Street Center, which may have contributed 
to the lack of more in-depth interaction between their program and the Center.  
 Another issue was the limited amount of time actually spent at the health center.  
They reported that the majority of their time was spent out in the field doing home visits, 
making it challenging to be a part of the larger Center network.  Overall the Nurse Family 
Partnership group seemed to fall into the levels of Informal and Formal Consultation 
according to Seaburn et al’s. (1996) spectrum of collaboration.  They reported involving 
other healthcare providers in patient care, but were not actively seeing patients alongside 
other providers.  However, the group expressed a desire for a higher level of 
collaboration, and seemed genuinely committed to collaborating on patient care. 
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Comparison to Semi-Structured Questionnaire Responses 
Research Question One – Facilitators and Impediments 
 Factors the Facilitate Collaboration 
 The Nurse Family Partnership group responded very consistently between their 
focus group responses and their self-report semi-structured questionnaire responses.  In 
terms of factors that facilitated collaboration they noted that physical proximity and 
collocation of multiple disciplines were essential to the collaborative process.  They also 
noted that the openness to collaboration and viewing it in a positive way was important. 
Finally, it was noted that access to diverse levels of experience and areas of expertise was 
beneficial both to them and to their patients. 
 Factors that Impede Collaboration 
 In the semi-structured questionnaires they identified several factors that impeded 
collaboration.  One of these was their schedules and being out in the field most of the 
day.  Another issue connected to the previous one was visibility.  Some of the 
participants felt that other providers at the center were unfamiliar with them and their 
program.  Another factor that was noted was patient non-compliance.  One participant 
stated that client contact was often difficult to maintain.  All of the impediments listed 
above also emerged publicly during the focus group discussion.  However, the additional 
impediment of physical layout of the building was noted in the semi-structured 
questionnaire.  One group member noted that they have little contact with the dental 
group due to that group being located in the basement.   
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Research Question Two – Provider and Patient Characteristics 
 Provider Characteristics 
 In contrast to some of the focus group responses, several of the semi-structured 
questionnaire responses suggested that they did not believe their personal characteristics 
affected collaboration.  Whereas in the focus group responses they discussed how 
contextual variables such as race and age at times impacted the process.  This 
discrepancy may have occurred because participants were able to explore the topic in an 
interactive setting during the focus groups, which may have allowed for a fuller 
discussion of the topic.  A consistent theme across the two formats was having part-time 
status.  
 Patient Characteristics 
 Similarly, on the semi-structured responses, several participants stated that they 
did not believe that patient characteristics affected the collaborative process, despite 
identifying patient issues such as ethnic/racial minority status and being low income as 
significant contextual variables during the focus group.  Again, the focus group format 
may have facilitated a more in-depth discussion.  One consistent theme across the two 
formats was having a homogeneous patient population.  The group alluded to similarities 
around race, age, and ethnicity in their client population.  While they recognized these 
similarities, they did not seem to recognize the contrasting uniqueness within their client 
population, and seemed to subscribe to Hardy’s (1989) Theoretical Myth of Sameness, 
where populations are stereotyped based on their characteristics.   
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Research Question Three - Family and Community Involvement 
 Responses on the semi-structured questionnaires were generally consistent with 
the focus group responses in terms of the group directly advocating for little family or 
community involvement.  However, one participant stated  
“Families are very involved in the process and usually they are my clients with 
depression/anger/trauma issues.”  
 
This response is in contrast to both the focus group responses and to the semi-structured 
questionnaire responses of the other group members.  This participant may have been 
expressing that family members are most likely to be involved when clients are 
expressing these multiple stressors.   
Research Question Four – Wish List for the Center 
 In terms of areas of growth, several participants noted that they simply wanted to 
continue to support and help the Center grow and develop.  One participant stated that 
she wanted a more organized referral system, and to have their program more integrated 
into what is physically done at the Center.  These two themes were consistent with the 
focus group responses. 
Mixed Group 
Focus Group Responses to Research Question One 
Factors that Facilitate Collaboration 
 The Mixed Group identified four dominant themes and one non-dominant theme 
regarding factors that facilitate collaboration.  The dominant themes were 
Communication Systems, Provider Interactions, Patient Factors, and Shared Vision.  The 
non-dominant theme was Structural/Building Issues (see Table 4.5). 
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Table 4.5: Mixed Group Focus Group Themes, Sub-Themes, Counts, and Examples of 
Verbatim Codes            
Research 
Question Themes Sub-Themes Count 
Examples of  
Verbatim Codes 
Factors That 
Facilitate 
Collaboration 
Communication 
Systems 
Formal and 
informal 
systems 
7 • Sometimes we 
collaborate through 
just chit chatting and 
sometimes do it 
through formal note 
writing 
• I’m contacted via 
email, or I’m 
contacted because 
someone grabs me in 
the hall 
On the spot 
collaboration 
3 • It’s on the spot 
collaboration that just 
happens when it 
happens 
• Collaboration 
happens sometimes 
just seeing each other 
throughout the center  
Provider 
Interactions 
Co-learning 4 • No one person knows 
more about the patient 
than anyone else, 
people just have 
different sets of skills 
Mutual respect 2 • Listening to each 
other 
• Able to trust what 
others say 
• There’s a comfort 
level and a mutual 
understanding and 
respect for each 
other’s professions 
Communication 
styles 
2 • Down time helps in 
connecting with 
colleagues 
• Openness of 
communication is 
important 
• Important to have 
follow through 
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Table 4.5: Mixed Group Focus Group Themes, Sub-Themes, Counts, and Examples of 
Verbatim Codes            
Research 
Question Themes Sub-Themes Count 
Examples of  
Verbatim Codes 
Different levels 
of collaboration 
2 • We collaborate on 
different levels, we 
share a vision for the 
patient, we share a 
vision for the center, 
and we share a vision 
for how we fit into the 
community 
Patient Factors Patient multiple 
issues 
5 • Collaboration is 
happening around 
people who are 
involved in multiple 
aspects of the health 
center 
• Tend to collaborate 
on diabetic patients  
Referrals 2 • Word getting out in 
the community 
Homogeneous 
patient 
population 
1 • Having a 
homogenized group 
of patients makes it 
easier because there 
are some 
commonalities and 
common needs, and 
common things that 
we’re collaborating 
on 
Shared Vision Accepting 
different 
perspectives 
7 • Learning from other 
staff 
• People who 
appreciate teamwork 
Buy in of 
transdisciplinar
y model 
2 • Seeing collaboration 
as ordinary not 
special 
• Hiring people 
dedicated to 
collaboration 
• We’re bringing 
everyone’s individual 
expertise to meet a 
common goal 
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Table 4.5: Mixed Group Focus Group Themes, Sub-Themes, Counts, and Examples of 
Verbatim Codes            
Research 
Question Themes Sub-Themes Count 
Examples of  
Verbatim Codes 
 Structural/ 
Building Issues 
Collocation 2 • We have 
opportunities to 
collaborate because 
everyone’s in the 
same building  
Physical 
proximity 
2 • Most of the time other 
providers are right 
there next to you 
Factors That 
Impede 
Collaboration 
Busy Provider 
overload 
2 • Too much growth 
Work volume 5 • It’s hard to set aside 
time to talk about 
patients because that’s 
not productive time, I 
mean it’s productive 
but it’s not churning 
out numbers of any 
sort 
• When I’m slammed 
with patients I don’t 
have time to check in 
on what’s going on 
with this patient 
because the next 
person is waiting 
Work focus 1 • We’re losing our 
community 
perspective because 
we’re so focused on 
intense care 
Structural/ 
Building Issues 
Space issues 1 • We’re running out of 
space 
Proximity 
issues 
3 • One drawback for me 
is being in the 
basement because I 
never run into anyone 
trapped in the 
basement 
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Table 4.5: Mixed Group Focus Group Themes, Sub-Themes, Counts, and Examples of 
Verbatim Codes            
Research 
Question Themes Sub-Themes Count 
Examples of  
Verbatim Codes 
Provider 
Interactions 
Communication 
styles 
2 • Lack of follow 
through between 
providers 
• Not communicating 
about problems 
Provider 
conflict 
3 • Power struggles 
across disciplines 
• Patient ownership 
• Triangulation 
• Jealousy 
Provider Factors 
 
 
 
 
 
 
 
 
 
 
 
 
 
Hierarchy 5 • Sometimes students 
and volunteers get 
overlooked as 
valuable resources 
and so people don’t 
come to us to 
collaborate 
• Collaboration 
sometimes one way 
• Reluctant to learn 
from others 
Demographics 3 • Too many women 
• Part time employees 
have less contact 
Patient Factors Cultural 
differences 
1 • There’s probably 
some resistance with 
skin color, with 
socioeconomic status, 
with my culture and 
their culture 
 Medical Records Lack of shared 
records 
4 • Need a shared 
computer system 
• Different insurance 
and funding sources 
creates silos and 
reimbursement 
concerns 
• No shared medical 
record 
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Table 4.5: Mixed Group Focus Group Themes, Sub-Themes, Counts, and Examples of 
Verbatim Codes            
Research 
Question Themes Sub-Themes Count 
Examples of  
Verbatim Codes 
Provider 
Characteristics 
Patient 
Treatment 
Respect the 
patient 
2 • I try never to make 
assumptions about 
patients, I’m 
constantly learning 
not just from the staff, 
but from the patients 
as well 
Demographics Level of 
diversity 
3 • Providers relatively 
diverse 
• Mostly women 
providers 
Provider roles 2 • Front desk staff see 
patient frustration 
Provider 
Overload 
Burnout 1 • When people are 
really super drained 
and they’re frustrated 
and down they do a 
much poorer job of 
collaboration 
Patient 
Characteristics 
Underprivileged Patient multiple 
issues 
6 • Patients have a lot of 
multiple issues  
• Low socioeconomic 
status 
• Patients have chaotic 
lives 
• Patients are 
underserved, not 
under competent 
Cultural Factors Level of 
diversity 
4 • To a degree we have a 
homogenized group 
of patients 
• There are different 
perspectives within 
households 
• Cultural differences 
with providers 
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Table 4.5: Mixed Group Focus Group Themes, Sub-Themes, Counts, and Examples of 
Verbatim Codes            
Research 
Question Themes Sub-Themes Count 
Examples of  
Verbatim Codes 
Mental/ 
Emotional Issues 
Trust issues 3 • Scared of authority 
figures 
• There was a huge 
barrier coming into 
this community, they 
weren’t going to trust 
me and they didn’t, I 
had to build that trust 
  Strengths 3 • Our patients are 
resilient, I can’t 
imagine how they 
survive sometimes 
living here 
• Patients are open and 
welcoming 
Family and 
Community 
Involvement 
Patient Centered Serendipitous 
family 
involvement 
4 • The patient is the 
center and the staff 
collaborates around 
them 
• On a few occasions 
I’ve asked a family 
member to support a 
patient in their goals, 
but that doesn’t 
happen too often 
Role of Family Family as a tool 2 • Parents are involved 
in care 
• We encourage 
patients to build a 
support system 
Family and 
friend referrals 
3 • Our patients tell their 
friends and family 
about our center 
Community 
Involvement 
Original model 1 • Center originally 
focused on 
collaboration with the 
community 
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Table 4.5: Mixed Group Focus Group Themes, Sub-Themes, Counts, and Examples of 
Verbatim Codes            
Research 
Question Themes Sub-Themes Count 
Examples of  
Verbatim Codes 
Current practice 5 • I’ve started going out 
into the community 
meetings once a 
month because 
they’ve been referring 
people to us 
• I am constantly trying 
to make relationships 
with organizations 
that are heavily used 
in this area 
• We don’t go out into 
the community that 
much 
Wish List for 
the Center 
Communication 
Systems 
Use of 
technology 
2 • Want to develop an 
online forum 
• When we get our 
amazing dream of a 
computer system it 
will be so much easier 
Structural/ 
Building Issues 
Proximity 
issues 
4 • Wish everyone was 
on the same floor 
• I would love to not be 
in the basement 
because it would 
make me a more 
effective collaborator 
and more accessible 
Space issues 2 • We need a bigger 
space 
Medical Records Shared records 3 • Want one patient 
record and one billing 
system 
 Provider 
Interactions 
Provider 
conflicts 
1 • Want less 
triangulation and 
power struggles 
Busy Time issues 1 • Having enough time 
in the schedule for 
collaboration to 
happen 
Provider Factors Level of 
diversity 
1 • Want more staff 
diversity 
 128
Communication Systems 
 
 Many members of the Mixed Group focus group discussed how communication 
systems within the Center facilitated collaboration.  The first sub-theme was Formal and 
Informal Systems.  Group members noted that they frequently used both formal systems 
such as formal note writing and emails, as well as informal systems such as grabbing 
someone in the hall or just briefly discussing a case in passing.  A second sub-theme was 
On the Spot Collaboration.  They noted that collaboration often happened spontaneously.  
One participant described it as spontaneously happening, which was sometimes initiated 
by just seeing each other throughout the center. 
 Provider Interactions 
 A second theme was Provider Interactions.  Four sub-themes emerged within this 
theme.  The first was Co-Learning.  The group noted that they often learned from each 
other, with one participant noting, 
“…not one staff or professional knows more about the patient or more about 
anything than anyone else, people just bring different sets of skills”.   
 
Tied to this sub-theme was the second sub-theme of Mutual Respect.  The group stated 
that they shared a mutual understanding and respect for each other’s professions.  Other’s 
perspectives were valued by the group and listening to each other was seen as an 
important element. 
 Communication Styles was another sub-theme identified by the group.  In 
particular they noted that having down-time was important in connecting with their 
colleagues.  They also found the openness of communication and follow through between 
providers as a key to facilitating collaboration.  The final sub-theme within Provider 
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Interactions was Different Levels of Collaboration.  Several group members noted that 
collaboration can happen at various levels. 
“I also see it as different levels of collaboration and sharing a vision, so we share 
a vision for the patients, we share a vision for the center, I think we share a vision 
…of how we fit into the community, and so for me I collaborate on all these 
levels.” 
 
The group discussed the multiple systems involved in the healthcare process including 
providers, patients, families, community, as well as broader organizational and academic 
structures. 
 Patient Factors 
 A third dominant theme identified by the group was Patient Factors.  They 
recognized several ways that their patient population facilitated collaboration.  The first 
sub-theme was Patient Multiple Issues.  The group noted that many of their patients had 
multiple health care needs which tended to trigger collaboration between providers.  In 
particular, they noted that collaboration tended to occur around their diabetic patients.  
Several group members noted the specific programs in place to serve this patient 
population which often drew from multiple disciplines. 
 A second sub-theme was Referrals.  They noted that many patients come to the 
Center through word of mouth within the community.  The final sub-theme within Patient 
Factors was Homogeneous Patient Population.  It was noted that the patient population 
was somewhat homogenous which made it easier to collaborate as there were 
commonalities and common needs.   
 Shared Vision 
 The last dominant theme was Shared Vision.  The group discussed how their 
common goals and interests tended to facilitate collaboration.  They identified a sub-
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theme of Accepting Different Perspectives.  The participants discussed how learning 
from other staff members was a shared value, and that people at the center appreciated 
teamwork. 
“We all work to meet the patient where they are and provide them with whatever 
they need in that moment…there’s a comfort level and a mutual understanding of 
each other’s professions and respect for each others professions and that 
transdisciplinary education back and forth.”  
 
 A second sub-theme was Buy in of Transdisciplinary Model.  Group members 
viewed a belief in the model guiding the center and an essential element in making 
collaboration happen.  Part of this buy-in was seen as hiring people who were dedicated 
to collaboration.  Another element was seeing collaboration as ordinary rather than 
special.  According to one participant, when collaboration was seen as an ordinary 
occurrence it became second nature to practice healthcare that way. 
 Structural/Building Issues 
 The final non-dominant theme was Structural/Building Issues.  The sub-theme of 
Collocation was identified by the group.  They noted that they have more opportunities to 
collaborate because everyone is in the same building.  In addition, the group identified a 
sub-theme of Physical Proximity.  Therefore, the group saw not only collocation as 
important, but also being physically close to other providers.  They noted that 
collaboration was easiest when other providers were right there next to you. 
“…here not only do you have those opportunities cause everyone’s in the same 
building but most of the time you have them right there next to you, um so if I 
have an issue most of the time I’m working alongside someone who can deal with 
it right then and there.” 
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Factors that Impede Collaboration 
 The Mixed Group focus group identified three dominant themes and three non-
dominant themes regarding factors that impede collaboration.  The dominant themes were 
Busy, Provider Interactions, and Provider Factors.  The non-dominant themes were 
Structural/Building Issues, Patient Factors, and Medical Records. 
Busy 
 The group discussed several ways that their busyness was an impediment to their 
ability to collaborate.  The first sub-theme that emerged was Work Volume.  Many of the 
participants noted that the constant flow of patients made it difficult to take the time to 
consult and collaborate with other providers.  One participant noted, 
“If I’m just slamming with patients…if I’m seeing patients all day long I never 
have time to say hey what’s going on with this person cause the next person is 
waiting.” 
 
They also noted that taking the time to collaborate and to check in with other providers 
can impact their productivity. 
 A second sub-theme was Provider Overload.  They discussed the tension between 
wanting to expand services and also feeling overwhelmed by their current work level.  It 
was noted that there was some disagreement within the center about whether or not to 
take on new programs and team members, and that this led to some frustration and 
overload.  The final sub theme was Work Focus.  It was noted that as the Center got 
busier, some of the original focus and emphasis got lost along the way.  One participant 
noted that, 
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“I think we lose our community perspective of what we have to do out there 
because we’re so focused on kind of intense care of the few that we forget about 
sometimes the many and what else we were going to do and there’s realities to 
that, you know it’s reimbursement and productivity and things that have to be 
done and having the finances to do it.”  
 
It was noted that while the original focus was very community oriented, the Center has 
evolved into more patient-centered care. 
 Provider Interactions 
 A second major theme was Provider Interactions.  The sub-themes that emerged 
were Communication Styles and Provider Conflict.  Under Communication Styles 
participants discussed how sometimes there is a lack of follow through between 
providers.  They noted that providers were usually understanding and considerate of their 
busy schedules, however, the lack of follow through was still seen as an impediment to 
collaboration.  Another issue that emerged as an impediment was providers not always 
communicating about problems.  One participant noted that when providers fail to 
discuss their concerns openly it leads to tension and stress. 
 The second sub-theme was Provider Conflict.  Participants noted that at times 
there has been patient ownership and power struggles across disciplines.   
“I think there’s some ownership of patients that impedes collaboration…this is the 
exception to the staff because in general this doesn’t occur, but I do think that 
there are staff members that feel that they can’t learn from other staff members or 
feel that um they really know all there is to know about this patient or this person 
or this subject and that’s where collaboration immediately dies.” 
 
These tendencies were seen as the exception rather than the norm, but were still 
perceived as an impediment to collaboration when they arose.  In addition, participants 
described the occurrence of triangulation when issues were not dealt with directly. 
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 Provider Factors 
 Provider Factors was the third dominant theme that arose under factors that 
impede collaboration.  Numerous participants discussed how the sub-theme of Hierarchy 
impacted the process.  It was noted that at times providers were reluctant to learn from 
others, and that at times collaboration was a one way process between providers instead 
of a mutual exchange.  It was also noted that sometimes students and volunteers were 
overlooked as valuable resources, and their talents and skills were undervalued, leading 
to other providers not thinking of them as a source for collaboration.  
 A second sub-theme was Demographics.  Participants noted that the staff was 
predominantly comprised of women, which at times led to gossipy behavior.  While they 
also noted the benefits and strengths of having many women in the work place, some of 
provider conflict was seen as linked to a having predominantly women employees.  In 
addition, it was noted that part-time employees had less contact with other providers and 
consequently less opportunities to collaborate. 
 Structural/Building Issues 
 The first non-dominant theme was Structural/Building Issues.  Participants 
described one sub-theme of Space Issues.  They noted that the center itself was running 
out of room.  The second sub-theme was Proximity Issues.  In addition to not have 
enough room, participants noted that the physical layout of the building sometimes 
interfered with the collaborative process.  In particular, providers located in the basement 
felt isolated from the other providers, and were less likely to have the informal, on the 
spot collaboration compared to other providers who worked in closer physical proximity.  
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 Patient Factors 
 A second non-dominant theme that emerged was Patient Factors.  The one sub-
theme that participants discussed was Cultural Differences.  The group discussed ways 
that cultural difference between the providers and patients could interfere with the 
collaborative process.  One participant noted, 
“There’s probably some resistance with skin color, with socioeconomic status, 
with my culture and their culture…I think patients don’t trust me, not all patients 
immediately, but I think I make a concerted effort to put it out there, especially 
when I’m working with African American or Latino men, you know do you feel 
comfortable, would you feel more comfortable with someone who’s male or 
someone who’s African American or someone who’s a Latino because I will find 
those resources for you”  
 
The participants additionally noted that cultural differences could lead to mistrust 
between them and their patients, but described steps they were taking to acknowledge and 
to address these cultural and racial differences. 
Medical Records 
 The final theme was Medical Records with a sub-theme of Lack of Shared 
Records.  The group described their frustrations with the lack of a shared medical record 
and linked computer system.  The separate medical, billing, and funding records were 
seen as creating silos where individual disciplines operated separately from each other.  
One participant noted that a shared system would 
“…create more collaboration and break down the silos of this is physical care, this 
is mental health care, this is social work, this is fitness…and having a computer 
system that’s a health record that’s a wellness record that all the disciplines 
included, one record, a universal record.” 
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Focus Group Responses to Research Question Two 
Provider Characteristics 
 The Mixed Group focus group identified one dominant theme and two non-
dominant themes regarding Provider Characteristics.  The dominant theme was 
Demographics.  The non-dominant themes were Patient Treatment and Provider 
Overload. 
 Demographics 
 The group described how certain aspects of their demographics affected 
collaboration.  In particular, the sub-theme of Level of Diversity arose.  Participants 
noted that overall the staff at the center was diverse regarding race, age, professional 
positions, and level of experience.  These contextual factors were seen as enriching the 
work environment and facilitating the collaborative process by bringing diverse 
perspectives and experiences.  However, as noted earlier, the participants stated that 
providers in the Center were primarily women, which was seen as sometimes interfering 
with collaboration.  
 A second aspect related to Demographics was Provider Roles.  In particular, the 
group discussed the role of front desk staff in dealing with patient frustrations.  They 
noted that the front desk staff often dealt with patient confusion and frustration and were 
instrumental in helping patients to navigate the system at the Center.  They were also 
seen as playing an important role in educating patients about the various services offered 
at the Center. 
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 Patient Treatment 
 In terms of Patient Treatment, the group discussed the sub-theme of Respect for 
the Patient.  They noted that respecting the patient was key to the way they approached 
their work.  One of the participants commented, 
“I try never to make assumptions about people and I’m constantly learning not 
just from staff but from patients as well.” 
 
The group reported seeing their patients as resourceful and resilient, rather than focusing 
on them being underprivileged. 
 Provider Overload 
 The final theme that emerged under Provider Characteristics was Provider 
Overload.  As stated earlier, participants reported a high work volume and feeling 
overwhelmed at times.  While the participants reported excitement about their workplace 
and opportunities to work closely with diverse providers, they also reported feeling 
stretched thin between patient care and the desire to collaborate.  As a result, 
“…when people are really super drained and they’re feeling like frustrated and 
down they do a much poorer job of collaborating…they’re, I think, not so quick to 
use that energy to connect with people.”  
 
Patient Characteristics 
 The Mixed Group focus group discussed two dominant themes and one non-
dominant theme under the theme of Patient Characteristics.  The dominant themes were 
Underprivileged and Mental/Emotional Issues.  The non-dominant theme was Cultural 
Factors. 
 Underprivileged 
 While discussing the characteristics of their patient population, the group noted 
that their patients tend to be underprivileged.  Within this theme they discussed a sub-
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theme of Patient Multiple Issues.  They noted that their patients tended to have chaotic 
lives, in terms of their low socioeconomic status as well as the stressors associated with 
being ethnic and racial minorities.  In addition, the group discussed how their patients 
tended to be underserved and often had a limited history of previous health care. 
 Mental/Emotional Issues 
 A second theme that emerged was Mental/Emotional Issues.  Within that theme 
the participants identified sub-themes of Trust Issues and Strengths.  In terms of trust 
issues they discussed how community residents were initially uncertain about the creation 
of the health center, and how the program came about through developing a mutual 
respect and understanding with the community.  One participant noted, 
“I was a White woman with a PhD. Coming into an all Black public housing 
neighborhood and there was a huge barrier there, they weren’t going to trust me, 
and they didn’t, I had to build that trust…there was an initial issues, um, like who 
are we and are we really making a long term commitment, do we just want to take 
from the community, are we here to do something, I think we set up from the 
beginning that this was a partnership.”  
 
The group noted that their patients and the broader community had issues with trust often 
tied to the intentions of the providers.  Another participant stated, 
“I think coming in as a licensed social worker definitely freaks this community 
out cause they think I’m going to take their kids and I’m going to call the 
department of human services and I’m just here to point the finger at everything 
they’re doing wrong, so there’s that assumption”.  
 
 Strengths 
 The group also noted a theme of Strengths with regard to patient characteristics.  
They discussed how overall patients were welcoming despite struggling with issues 
around being underprivileged.  They also noted that patients were able to engage in 
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discussions about their discomfort and trust concerns, which facilitated a deeper 
understanding and learning from each other.  One participant stated, 
“We’re here to take care of people who are underserved, they’re not under 
competent…they’re very, very resilient, I can’t imagine how they survive 
sometimes living here.” 
 
 Cultural Factors 
 The final non-dominant theme was Cultural Factors.  Within this theme the 
participants discussed the level of diversity within their patient population.  While it was 
noted that to a degree the patient population was homogenous which contributed to a 
shared understanding of the patients between providers, others noted that there could be 
many differences and perspectives within the same households, and that providers had to 
go into interactions with their patients without making assumptions.  They also noted that 
there were cultural differences between some patients and providers in terms of race and 
socioeconomic status which could lead to trust issues and disconnect if unaddressed 
Focus Group Responses to Research Question Three 
Family and Community Involvement.  
 The Mixed Group focus group identified two dominant themes and one non-
dominant theme regarding Family and Community Involvement.  The dominant themes 
were Role of the Family and Community Involvement.  The non-dominant theme was 
Patient Centered. 
 Role of the Family 
 The group also discussed what role the family played in patient treatment.  The 
first sub-theme they discussed was Family as a Tool.  They noted that in the case of 
minor patients, parents were often a necessary and crucial part of the process, and that 
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providers actively sought their inclusion.  The group also discussed that one of their 
treatment goals was to help patients to build support systems, and family involvement 
was seen as linked to this goal.   
“Part of what I do is I encourage people or assist people so with finding positive 
support systems in their lives be it community or family and friends, so that’s part 
of the goal of my process.” 
 
A second sub-theme was Family and Friend Referrals.  They noted that many of their 
patient referrals come about from word of mouth in the community and patients referring 
their friends and family. 
 Community Involvement 
 Community Involvement was the other dominant theme that participants 
discussed, and the sub-themes of Original Model and Current Practice emerged.    As 
noted earlier, the group discussed how the Center was originally started as a community 
partnership.  They noted that the Center was finally developed after going into the 
community and collaboratively discussing and assessing how best to address community 
needs.  However, some in the group noted that Current Practice was more focused on 
intense patient care rather, than partnering with the broader community.  Some of the 
participants noted that they saw little community involvement.  In contrast, however, 
others noted that they actively tried to build relationships with organizations that were 
heavily used in the area such as Head Start.  
“I am constantly trying to make relationships with the organizations that are 
heavily used in this area, like Head Start, Early Head Start…having a 
collaborative relationship with them makes the process much easier.”  
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 Patient Centered 
 The final theme that emerged with Family and Community Involvement was 
Patient Centered.  Within this theme the group discussed the sub-theme of Serendipitous 
Family Involvement.  While, the group noted that in some instances such as work with 
minor children, family were intrinsically involved, however, more often participants 
noted that the patient was the main focus and that family were not actively brought into 
the process.  One participant stated, 
“…sometimes in a few occasions I can remember asking a family member to 
support the person in the goals that they’ve set if the person has stated that it’s 
OK…but that doesn’t happen too often.” 
 
Focus Group Responses to Research Question Four 
Wish List for the Center 
 The Mixed Group focus group identified one dominant theme and five non-
dominant themes in terms of their wishes for the Center.  The dominant theme was 
Structural/Building Issues.  The non-dominant themes were Communication Systems, 
Medical Records, Provider Interactions, Busy, and Provider Factors. 
 Structural/Building Issues 
 A significant sub-theme under Structural/Building Issues was the topic of 
Proximity Issues.  Participants noted a desire to have offices located on one floor.  
Having face to face, on the spot contact was seen as key to effective collaboration, and 
providers expressed a wish for closer proximity and easier access to each other.  This was 
particularly true for providers located in the basement.   
“I would love to not be in the basement because I feel like that would make me 
more, a more effective collaborator and also more accessible for other people to 
collaborate with.” 
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A second sub-theme was Space Issues, with participants noting that they had outgrown 
their space, and needed a bigger building.     
 Communication Systems 
 A second theme on participants’ wish list was Communication Systems.  The 
participants specifically noted a sub-theme of Technology Issues.  One participant stated 
a desire to develop an online forum where providers could quickly share and exchange 
information.  Similarly, another participant noted their “amazing dream” of having a 
shared computer system between the various departments.  
 Medical Records 
 A similar theme that emerged was Medical Records.  Again the participants noted 
that lacking these shared records an impediment to collaboration.  They saw having these 
shared records as an important goal for the Center to work towards. 
Provider Interactions 
 Another theme to emerge was Provider Interactions.  As noted earlier, Provider 
Conflict was seen as an impediment to collaboration, especially when issues went 
unacknowledged and undiscussed.  The participants saw these dynamics as leading to 
triangulation and power struggles and expressed a desire for more open communication 
when these issues arose. 
Busy 
 Busy was another theme that the group identified.  Within that theme they 
discussed a sub-theme of Time Issues.  In particular, the desire for down time built into 
their schedules for collaboration.  On participant noted, 
“It’s hard to set aside time to talk about patients cause that’s not productive time, I 
mean it’s productive, but it’s not churning out numbers of any sort.” 
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 Provider Factors 
 Finally, the group noted a theme of Provider Factors with a sub-theme of Level of 
diversity.  They noted that the staff was diverse on some levels such as race, age, 
experience, and area of expertise, but was not diverse in terms of gender.  It was noted 
that diversity added value to what the Center offered and that increases that diversity 
would be beneficial. 
General Themes on Levels of Collaboration 
 The Mixed Group focus group explored numerous levels of collaboration.  
Collaboration was described both as a referral process and as an active co-provision of 
care.  While some of the providers described actively involving family and community in 
their work, others had little involvement with these system levels.  Overall, there was 
great diversity within this group as it combined providers from various departments, 
which may explain the range of collaboration practiced within the group.  In general, 
those in more leadership positions seemed to be engaged in higher levels of collaboration, 
while those in more support positions, such as volunteers and students, practiced lower 
levels of collaboration.  
Comparison to Semi-Structured Questionnaire Responses 
Research Question One – Facilitators and Impediments 
 Factors that Facilitate Collaboration 
 The Mixed Group focus group provided many consistent responses between their 
focus group response and their semi-structured questionnaire responses.  Within the semi-
structured questionnaires they noted themes of Structural/Building Issues, Shared Vision, 
Communication Systems, Patient Factors, and Provider Interactions as important 
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facilitators of collaboration.  Specifically they discussed building issues of being in the 
same building and on the same floor.  Other key comments focused on buy in to the 
transdisciplinary model they practiced and the importance of shared goals.   
However, several comments were made that did not arise in the focus groups.  
One comment was that the Center had a loose hierarchy that made collaboration easier 
between different providers.  Another comment was that it was beneficial to have 
behavioral health specialists embedded in primary care.  While the value of close 
collaborations was discussed in the focus group, this specific item was only mentioned in 
the semi-structured questionnaire.  Finally partnership with the community was also 
mentioned as an important facilitator of collaboration. 
Factors the Impede Collaboration 
 The group responses were also very consistent on factors that impede 
collaboration.  Again the group identified similar themes between the two formats around 
their level of busyness, building issues, and provider interactions.  Several unique 
comments emerged from the semi-structured questionnaires, however.  One of these had 
to do with provider attitudes.  One participant noted that strong opinions and narrowed 
minded attitudes tended to impede collaboration.  Several participants also noted that 
there was an absence of a unified effort in treating the patient at times.  Also, 
collaboration was described as a messy, time-consuming and difficult undertaking.  
While some of these themes were suggested in the focus groups, they seemed to come out 
in a more candid, explicit manner in the private semi-structured questionnaire. 
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Research Question Two – Provider and Patient Characteristics 
 Provider Characteristics 
 There was much less consensus between the focus group and semi-structured 
questionnaire responses regarding provider characteristics.  While the semi-structured 
responses did have some similarities such as comments on the level of diversity of the 
providers, and the providers feeling overwhelmed, many unique comments emerged from 
the questionnaires.  Notably there were several more direct comments about the hierarchy 
of collaboration and the limited involvement in collaboration afforded to students and 
volunteers.  Also, it was noted that there was a disconnect between the fitness center and 
the other providers. 
Patient Characteristics 
 The same was true for responses on patient characteristics.  While a few common 
themes emerged such as mental/emotional issues and underprivileged, many unique 
comments were also made.  One participant noted that characteristics such as race, 
culture and gender don’t affect collaboration at the Center, while in contrast the focus 
group responses addressed how culture and mistrust play a significant role.  Also one 
provider noted in their questionnaire that a patient said that they do not like White 
providers.  These differences may reflect how privacy and provider interaction impacted 
the responses. 
Research Question Three – Family and Community Involvement 
 In contrast, Reponses between the two formats were more consistent regarding 
family and community involvement.  The group consistently endorsed the idea that the 
treatment was predominantly patient centered and only occasionally involved family.  
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However, numerous participants pointed out specific instances of collaboration with the 
community.  While these themes emerged in the focus group, the discussion was more 
explicit in the questionnaires. 
Research Question Four – Wish List for the Center 
 For the final research question responses were once again very consistent between 
the two formats.  Common themes such as communication systems, structural/building 
issues, busyness, and provider interactions were sited in the questionnaires.  However 
some unique comments also emerged.  One participant noted that it would be helpful in 
preventing cliques if involvement in committees was open and accessible to all, and if 
committee leaders shared the information discussed in the committees.  
Primary Care One 
Focus Group Responses to Research Question One 
Factors that Facilitate Collaboration 
The Primary Care One group identified three dominant themes and two non-
dominant themes related to factors that facilitate collaboration.  The dominant themes 
were Communication Systems, Provider Interactions, and Shared Vision.  The non-
dominant themes were Structural/Building Issues and Patient Factors (see Table 4.6). 
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Table 4.6 Primary Care One Focus Group Themes, Sub-Theme, Counts, and Examples of 
Verbatim Codes 
Research 
Question Themes Sub-Themes Count 
Examples of  
Verbatim Codes 
Factors That 
Facilitate 
Collaboration 
Communication 
Systems 
Formal systems 3 • Meetings between 
departments 
• Agency newsletter 
• Flag system 
Informal 
systems 
2 • Tracking people 
down 
Provider 
Interactions 
Mutual respect 4 • Openness to cross 
education 
• We work really hard 
to make everyone feel 
valued 
Team building 4 • Formal trainings 
• Staff lunches 
Communication 3 • Importance of 
departments updating 
each other 
• Importance of 
addressing barriers 
between providers 
Shared Vision Program 
philosophy 
4 • We all think the same 
way and look at the 
patient as a whole 
• Using Wagner’s 
Chronic Care Model 
• Led by a strong 
management team 
Mutual respect 4 • Value others expertise 
• We each have gifts to 
bring and expertise 
and we value and 
respect each other 
 Structural/ 
Building Issues 
Collocation 2 • What really helps 
collaboration is that 
everything is right 
here 
• Everything is in the 
same building and 
that means everything 
is easy and patients 
leave satisfied 
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Table 4.6 Primary Care One Focus Group Themes, Sub-Theme, Counts, and Examples of 
Verbatim Codes 
Research 
Question Themes Sub-Themes Count 
Examples of  
Verbatim Codes 
Transportation 
for patients 
1 • We have van service 
to remove that barrier 
for patients 
Patient Factors Openness to 
collaboration 
1 • Patients are willing to 
work the process 
Factors That 
Impede 
Collaboration 
Busy Work volume 5 • The volume that we 
see, the amount of 
work sometimes 
means that we just 
need to keep going 
and don’t have time 
to step back and 
collaborate 
• Busyness is probably 
the hardest part, 
everyone has their 
own schedule and 
their own jobs 
• An impediment is the 
number of patients we 
see, which is more 
than 80 per day 
  Time issues 2 • There’s not enough 
time in the day 
Patient Factors Patients 
multiple issues 
1 • People come in with a 
lot of issues and a lot 
of confusion 
Cultural factors 3 • Language barriers 
• Mistrust of mental 
health services 
Patient non-
compliance 
2 • When the whole team 
is trying to help the 
patient and the patient 
doesn’t follow up 
that’s where the 
impeding starts 
• Sometimes the patient 
is their own barrier 
Provider 
Interactions 
Tension 
between 
departments 
1 • Tension between 
primary care and 
behavioral health 
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Table 4.6 Primary Care One Focus Group Themes, Sub-Theme, Counts, and Examples of 
Verbatim Codes 
Research 
Question Themes Sub-Themes Count 
Examples of  
Verbatim Codes 
Communication 1 • Different 
communication 
systems between 
departments 
Structural/ 
Building Issues 
Space issues 3 • Lack of space can 
make it difficult 
• We’ve outgrown our 
space 
Building layout 
issues 
1 • The nature of our 
building 
geographically, how 
we’re located and 
sometimes inhibit 
 Medical 
Records 
Lack of shared 
records 
1 • Hard to communicate 
with each other 
without shared 
systems 
Provider 
Factors 
Provider 
overload 
4 • Outside forces 
interfere with our 
process 
• Center is growing too 
quickly 
Provider 
Characteristics 
Patient 
Treatment 
Respect for 
patients 
6 • Want to make sure 
the patients leave 
satisfied 
• I think people also 
perceive how you 
respect them 
Provider 
Overload 
Feeling burned 
out 
4 • I feel like I’m tapped, 
I keep getting 
overloaded 
• We’re cracking, 
we’re overworked 
and stressed 
Need for self 
care 
1 • We really try to work 
on caring for the 
caregiver 
Demographics Gender 1 • It’s an advantage to 
have mostly women 
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Table 4.6 Primary Care One Focus Group Themes, Sub-Theme, Counts, and Examples of 
Verbatim Codes 
Research 
Question Themes Sub-Themes Count 
Examples of  
Verbatim Codes 
Roles 2 • Experienced staff 
• Front desk staff hear 
patient feedback 
Impact on 
patients 
1 • Personal 
characteristics are not 
a barrier in patient 
care 
 Shared Vision  4 • We’re all guided by 
common goals 
Patient 
Characteristics 
Underprivileged Patient multiple 
issues 
2 • Minorities 
• Underserved 
• Patients live in a 
community with 
violence and drug 
abuse 
Racial 
differences 
2 • I haven’t had any 
problems with racial 
factors even though 
we see a lot of 
minorities 
Cultural Factors Cultural 
differences 
3 • Language barriers 
Mental/Emotion
al Issues 
 
 
 
 
 
Safety issues 2 • Desire for a safe place 
to go to 
Trust issues 2 • Patients mistrust 
mental health services 
Patient affect 2 • Patients often come in 
confused 
• Patients are often 
frustrated, but it may 
be behavioral health 
issues 
Patient Non-
Compliance 
 2 • Some patients are 
resistant and don’t 
take advantage of all 
the different things 
that are available 
Family and 
Community 
Involvement 
Family as a 
Tool 
Translation 1 • Family helpful for 
translation 
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Table 4.6 Primary Care One Focus Group Themes, Sub-Theme, Counts, and Examples of 
Verbatim Codes 
Research 
Question Themes Sub-Themes Count 
Examples of  
Verbatim Codes 
Wish List for 
the Center 
Communication 
Systems 
Technology 1 • We need computer 
systems that talk to 
each other 
 Center Growth Future 
directions 
1 • Would be great to 
have more staff 
• Have the center be a 
Day Center 
Pace of growth 4 • Less push for new 
programs 
• We need to focus on 
the programs we 
currently have 
Building Issues Space issues 1 • We’ve outgrown our 
space 
Proximity 1 • It would be nice to 
have provider offices 
on the same floor 
 
 
Communication Systems 
Under the theme of Communication systems, the Primary Care One group 
discussed specific sub-themes of Formal Systems and Informal Systems.  In terms of 
formal systems they noted that regular meetings between departments, particularly the 
quarterly staff meetings where all providers were present, were important to the 
collaborative process.  They also discussed other systems such as the agency newsletters 
that kept providers connected and informed about what was happening in the Center.  In 
addition, they discussed the flag system used within the primary care group to signal 
team members of the need for their involvement. 
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“part of the things are good communication lines, we do weekly inter-building 
newsletters that keeps everyone aware, we have scheduled department meetings, 
we have scheduled trans-disciplinary meetings, we have a strong management 
team that really works together to try to bridge the gap between any barriers that 
we have.” 
 
The second sub-theme was Informal Systems.  In addition to the formal systems, 
the group valued informal contact and the opportunity to interact face to face.  They 
noted that they often tracked people down in the moment in order to collaborate and 
discuss patient care. 
Provider Interactions 
 Provider Interactions was a second theme that the group identified.  The first sub-
theme they discussed was Mutual Respect.  They stated that they worked really hard to 
make everyone feel valued and that they were open to cross education.  Connected to this 
idea was the second sub-theme, Team Building.  They discussed the importance to 
having a team atmosphere and that the Center valued it so much that they under went a 
formal team building program.  In addition, informal team building such as scheduling 
staff lunches was seen as important element in keeping providers connected and 
facilitating collaboration. 
 A third sub-theme was Communication.  The group commented on the 
importance of departments updating each other and how this makes collaboration 
possible.  They also noted that it was important for providers to proactively address 
barriers when they arose. 
 Shared Vision 
 The third theme that emerged was Shared Vision.  The group discussed how the 
sub-theme of Program Philosophy guided their work at the center.  One participant noted, 
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“I think the one thing that facilitates it, the collaboration, is that we all think the 
same way, and looking at the patient as a whole, and that we all realize that we’re 
not an expert in treating…every aspect of their life.”  
 
They also noted that using frameworks such as Wagner’s Chronic Care Model helped 
them to problem solve when barriers arose.  Another facilitator was being led by a strong 
management team. 
 A second sub-theme was Mutual Respect.  The participants discussed how the 
various roles that individuals played were all vital and important to the overall health care 
process.   
“It takes all of the primary care department to help a patient and that we each have 
gifts to bring to that and expertise to bring to that and um value and respect, that 
we each have a part.” 
 
Structural/Building Issues 
The first non-dominant theme that emerged was Structural/Building Issues.  The 
group noted that the sub-theme Collocation was an important facilitator of collaboration.  
They discussed how having everything in the same building made it easier for both the 
providers and the patients.   
“what really like helps us to collaborate is that everything is right here so you 
know everyone is just like within a phone call and or within two flights of each 
other.” 
 
In particular, one participant noted that collocation helped patients to leave 
satisfied.  The second sub-theme identified was Transportation for Patients.  Having 
access to transportation was seen as barrier for patients, therefore having van service 
available was an important way to remove that barrier, which in turn facilitated 
providers’ ability to collaborate.   
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Patient Factors 
The final theme that emerged was Patient Factors.  The participants noted that 
patients were willing to work the collaborative process.  In other words, they responded 
to referrals and the idea of involving multiple providers in their care.   
Factors that Impede Collaboration 
 The Primary Care One group identified four dominant themes and two non-
dominant themes associated with factors that impede collaboration.  The dominant 
themes were Busy, Patient Factors, Structural/Building Issues, and Providers Factors.  
The non-dominant themes were Provider Interactions and Medical Records. 
 Busy 
 The participants noted several ways that their busyness impeded their ability to 
collaborate.  The first sub-theme they identified was Work Volume.  They discussed they 
averaged about 80 patients a day in primary care which made it difficult to stop and 
check in with other providers.  They also noted that when they each their own jobs and 
their own schedules to stay on top it made collaborating difficult.  One participant stated, 
“…the volume that we see, the amount of work that we do sometimes means we 
just need to keep going and don’t have time to step back, which is what it kind of 
takes to bring the other folks in.” 
 
A second sub-theme was Time Issues.  The participants noted that there was not always 
enough time in the day to accomplish all that needed to be done. 
Patient Factors 
 The next theme that emerged was Patient Factors.  Within that theme the sub-
theme of Patient Multiple Issues was discussed.  It was noted that patients often came in 
with a lot of issues and a lot of confusion.  While patients were seen as open to 
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collaboration, their confusion of multiple needs sometimes made it difficult for them to 
navigate the system. 
 A second sub-theme was Cultural Factors.  The participants noted that some of 
the patients were non-English speaking experienced a language barrier.  They also noted 
the issue mistrust of mental health services and that sometimes patients were reluctant to 
take a referral to the behavioral health department. 
“The only barrier I see for them is more culturally, specifically with the 
behavioral health concerns, um I have picked up that a lot of them just feel there’s 
stigma.” 
 
 Finally, the group discussed the sub-theme of Patient Non-compliance.  One 
participant noted that at times the whole team is trying to help a patient, but the process is 
impeded when the patient doesn’t follow through with recommendations.  Another 
participant stated, 
“We do a lot…trying to get patient insurance and they just won’t come back to 
they won’t bring their paperwork so as much as we as a team try to help a patient 
sometimes the patient is their own barrier.”  
 
Structural/Building Issues 
Another dominant theme that the group identified was Structural/Building Issues.  
One sub-theme that emerged was Space Issues.  The group noted that the lack of space in 
the building made things difficult and that they had outgrown their space.  In addition, 
they discussed the sub-theme, Building Layout Issues.  The fact that providers were 
spread out on different floors was seen as making it difficult to collaborate with providers 
who weren’t physically near by. 
 155
Provider Factors 
 The final dominant theme was Provider Factors.  The group noted that they felt 
overloaded by the addition of new programs.  They raised the concern that the Center was 
growing too quickly and that they needed to maintain their focus on their current 
programs.  One participant stated 
“We’re becoming such a model site that so many people are trying to get involved 
in our process that I feel like perhaps we are beginning to plow too far ahead too 
quickly, um so my concern is just continue to work on what we’re currently 
working on and improve what we’re currently working on and maybe adding one 
thing at a time but one of the problems is we have so many things and so many 
programs” 
 
 Provider Interactions 
 The first non-dominant theme was Provider Interactions.  A sub-theme that they 
identified was Tension Between Departments.  In particular, participants noted that there 
is tension between primary care and behavioral health, but that they are trying to improve 
their process for addressing concerns.  They stated that currently the flow of information 
is more behavioral health updating primary care on shared patients, so they were trying to 
make the flow of information more bidirectional. 
“I’m just trying to improve that process to that it flows more equally, um right 
now it’s kind of like behavioral health updating us and we’re trying to make it 
more of a primary care and behavioral health updating each other.”  
 
 Another sub-theme was Communication.  The group noted that while the different 
departments had different communication systems.  For instance, primary care and health 
education outreach used a flag system to communicate, but they noted that this system 
didn’t work for behavioral health and dental. 
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Medical Records 
 The final theme was Medical Records.  The group identified the sub-theme of 
Lack of Shared Records as another impediment to collaboration.  They stated that the 
various departments did not have a shared medical record which made it difficult for 
them to communicate with each other about patient care. 
Provider Characteristics 
The Primary Care One group identified four dominant themes regarding Provider 
Characteristics.  The four themes were Patient Treatment, Provider Overload, 
Demographics, and Shared Vision. 
 Patient Treatment 
 A dominant theme that emerged was Patient Treatment.  Within this theme the 
participants discussed the sub-theme of Respect for Patients.  They discussed their desire 
to make sure patients left the Center feeling satisfied, and saw this as a key aspect of their 
overall patient care.   
“At the end of the day our main goal is to get patients what they need and it 
doesn’t matter if it comes from me or Pat or our co-ops, you know at the end of 
the day that patient gets what they need and they leave here satisfied.” 
 
In addition, they noted that patients perceive how the providers respect them, which 
facilitates the collaborative process. 
Provider Overload 
 A second dominant theme was Provider Overload.  One sub-theme that was noted 
was Feeling Burned Out.  They discussed the multiple demands and the toll it took on the 
providers.  One participant noted 
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“I think that if, you know, by going too quickly and expanding too much and 
doing too much you know we’re cracking, not just as the team, but individually, 
un you know work wise stress…we’re overworked and stressed then we’re not 
giving 110% like we should to our patients.”   
 
So, while the providers valued the various programs offered to their patients, the 
continued Center expansion was leading to provider overload.  Tied to this was a second 
theme of Need for Self Care.  The group discussed how they needed to practice what they 
preach to their patients regarding self care.  
“…we really try to work on caring for the caregiver, not only for our patients who 
are caring for other people in their families, but for us as well…we really I think 
from last year really sort of worked on caring for ourselves and taking a moment 
for us because if we don’t take care of ourselves we can’t take care of our 
patients.”  
 
 Demographics 
 A third theme that emerged was Demographics.  Several sub-themes were 
identified including Gender.  It was noted that the providers at the Center were mostly 
women which was seen as advantage for patient comfort.  One participant noted that 
most of their patients were mothers and children and that they had a greater comfort with 
women providers.  A second sub-theme was Roles.  Several participants noted that the 
front desk staff played a critical role in interacting with patients as they were usually the 
first point of contact.  They noted that people at eh front desk often had to navigate 
patient confusion and frustration, and were key in passing information about what was 
going on with patients to the other providers.  Finally, Impact of Patients was the final 
sub-theme with Demographics.  It was noted that provider characteristics such as race 
and ethnicity did not represent a barrier with patients, despite the predominately minority 
population served.   
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Shared Vision 
 The final theme that emerged under Provider Characteristics was Shared Vision.  
The group discussed the many ways that their shared goals and vision guided their work 
with patients.  These included their holistic view of the patient as a whole person, and 
their valuing of the diverse knowledge and expertise of the other providers. 
Patient Characteristics 
 The Primary Care One group identified two dominant themes and two non-
dominant themes.  The dominant themes were Underprivileged and Mental/Emotional 
Issues.  The non-dominant themes were Cultural Factors and Patient Non-Compliance. 
 Underprivileged. 
 The theme of Underprivileged emerged during the group’s discussion of Patient 
Factors.  A sub-theme of Patient Multiple Issues came out of the discussion.  The group 
stated that their patients tend to be minorities and underserved.  They also noted that their 
patients live in a community with a lot of violence and drug abuse, which was seen as 
contributing to the patients overall chaotic lives.  One participant noted that the patients 
were 
“…living in an area where there is violence and drugs and abuse, maybe not 
personally, but they know people, they witness it, they see it.” 
 
 A second sub-theme was Racial Differences.  While the group noted that their 
patients were predominately minorities, they stated that racial differences did not seem to 
cause problems in their work.  One participant noted that individual personalities seemed 
to have more of an impact on patient-provider interactions than racial factors. 
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Mental/Emotional Issues 
 A second theme that the group discussed was Mental/Emotional Issues.  Within 
that theme the group discussed Safety Issues.  Specifically they stated that their patients 
are looking for a safe place to go, and often come to the Center and just hang out even 
without an appointment.  Another sub-theme was Trust Issues.  In particular they said 
that their patients tend to mistrust mental health services, and resist referrals to the 
behavioral health services at times.   
 The final sub-theme was Patient Affect.  They said that were often confused and 
frustrated when they came in and took their frustrations out on the front desk staff at 
times.  One participant noted, 
“…they get mad at us…a lot of those patients that I’ve seen that really act like 
that, they really are they have other personal problems that are not even really 
medical problems, its like behavioral health issues so I just learn to ignore it.” 
 
 Patient Non-Compliance 
 A non-dominant theme that emerged was Patient non-Compliance.  The group 
discussed how some patients were resistant to referrals and did not always take advantage 
of all of the different services that the Center had to offer.  As stated before, this was 
particularly true for referrals to behavioral health.   
Cultural Factors 
 The final theme that participants discussed was Cultural Factors.  In general they 
did not see cultural differences between patients and providers as impacting the health 
care process.  However, they noted that language barriers sometimes arose for their non-
English speaking patients who needed family to come in and translate for them at times.  
 160
Focus Group Responses to Research Question Three 
Family and Community Involvement 
 Due to time constraints, the Primary Care One group  did not have an opportunity 
to directly discuss the level of Family and Community Involvement.  However, 
throughout their discussion of other topics they indirectly touched on this area.  One non-
dominant theme of Family as a Tool emerged.  Specifically, the group talked about 
family being included in the health care process when non-English speaking patients 
needed help with translation. 
Focus Group Responses to Research Question Four 
Wish List for the Center 
 The Primary Care One group identified one dominant theme and two non-
dominant themes regarding their Wish List for the Center.  The dominant theme was 
Center Growth.  The non-dominant themes were Communication Systems and Building 
Issues. 
 Center Growth 
 The group discussed the course of a Center Growth as an important item on their 
wish list.  Specifically they noted that a desire for less push for new programs.  Instead, 
they wanted to focus on the programs already in place, and to continue to work on 
perfected their current system.   They stated a desire for more staff for their existing 
programs.  Finally, one participant noted that it would be great to create a Day Center so 
that community members would have a safe place to gather.  
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 Communication Systems 
 The non-dominant theme of Communication Systems was also mentioned a wish 
for the Center.  Specifically it was discussed that they needed computer systems that 
talked to each other. 
 Building Issues 
 The final theme was Building Issues.  Participants identified the sub-theme of 
Space Issues.  They said that they had outgrown their space and needed to look into ways 
to expand.  Similarly, the sub-theme of Proximity was discussed.  The group specifically 
wanted to have provider offices all on one floor. 
General Themes Regarding Levels of Collaboration 
 The Primary Care One group described a high level of collaboration within their 
department.  They discussed coprovision of care where multiple providers would actively 
collaborate and even meet with patients at the same time.  However, this level of 
collaboration only appeared to happen with the Primary Care team and not between 
different departments.  Lower levels of collaboration such as referrals and formal and 
informal consultations were reported both within and between departments.   
Comparison to Semi-Structured Questionnaire Responses 
Research Question One – Facilitators and Impediments 
 Factors that Facilitate Collaboration 
 The Primary Care One group showed great consensus between their focus group 
and semi-structured questionnaire responses on factors that facilitate collaboration.  In 
particular the questionnaire responses tended to focus on positive provider interactions 
such as mutual respect, valuing each others expertise, and cross educating each other.  
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The also mentioned having a strong management team and collaboration around patients 
with multiple issues. 
 Factors that Impede Collaboration 
 While the group again showed great consensus between the formats on 
impediments, they went into greater detail on the semi-structured questionnaires.  In 
particular they noted barriers between the primary care and behavioral health group, and 
that behavioral health still practiced a sols model practice rather than the transdisciplinary 
model supported at the Center.  Other themes such as lack of clear communication, 
triangulation, not working for the common good, and negativity were noted.  The semi-
structured questionnaire format seemed to help participants be more explicit about their 
concerns. 
Research Question Two – Provider and Patient Characteristics 
 The Primary Care One group made few comments in their questionnaires 
regarding the impact of provider and patient characteristics on the collaborative process.  
The few comments that were made consistently stated that characteristics had no impact.  
Several participants noted that patients mistrusted behavioral health services and that they 
preferred female providers.  In contrast, the focus group responses revealed many more 
responses concerning provider and patient characteristics, which may indicate that a 
group discussion facilitated a more in-depth exploration of the topics. 
Research Question Three – Family and Community Involvement 
 Likewise, the participants reported few comments concerning family and 
community involvement in their questionnaires.  Those that they did report focused on 
their treatment model being patient centered and family being involved only as needed.  
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This question was not directly discussed in the focus group due to time constraints, but 
the one theme that did emerge from that format was family being involved in order to 
translate for non-English speaking patients. 
Research Question Four – Wish List for the Center 
 Finally, the responses to question four varied greatly between the two formats.  
While the focus group responses discussed communication systems, Center growth, and 
building issues, the questionnaire responses focused more closely on specific changes 
within departments.  Specifically, participants expressed a desire for an equal nurse 
practitioner to social worker ratio, to screen every patient for behavioral health concerns, 
and to improve the collaboration between primary care and behavioral health.   
 Primary Care Two 
Focus Group Responses to Research Question One 
Factors that Facilitate Collaboration 
 The Primary Care Two Group identified five themes associated with factors that 
facilitate collaboration.  All of these themes were dominant.  They included Patient 
Factors, Patient Treatment, Provider Interactions, Structural/Building Issues, and 
Provider Factors (see Table 4.7). 
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Table 4.7: Primary Care Two Focus Group Themes, Sub-Theme, Counts, and Examples 
of Verbatim Codes 
Research 
Question Themes Sub-Themes Count
Examples of  
Verbatim Codes 
Factors That 
Facilitate 
Collaboration 
Patient Factors Patient trust 3 • They feel so 
comfortable, they trust 
us a lot 
Discretion 2 • Referrals between 
providers are done in 
a discrete manner 
Patient 
Treatment 
First name basis 1 • You get to know them 
on a first name basis, 
you get to know them 
personally 
Family setting 1 • I think this center’s 
very unique, it’s like a 
family setting 
Advocate for 
patient 
2 • We make things 
happen that other 
centers don’t 
• We find the best way 
to treat that person, 
the most effective way 
to get their care done 
Patient respected 4 • We don’t judge, we 
don’t question 
• Patient is cared for as 
soon as they walk 
through the door 
Provider 
Interactions 
Respect between 
providers 
3 • We respect each other, 
we respect each 
other’s knowledge 
base 
• Mutual respect 
Varied expertise 1 • Holistic center with 
varied expertise 
Complete 
information 
3 • Getting the complete 
picture and story 
• Greater ability to deal 
with crisis 
• Communication 
between providers 
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Table 4.7: Primary Care Two Focus Group Themes, Sub-Theme, Counts, and Examples 
of Verbatim Codes 
Research 
Question Themes Sub-Themes Count
Examples of  
Verbatim Codes 
Structural/ 
Building Issues 
Collocation 3 • It’s convenient for 
them, they have dental 
here, and there is 
mental health, but 
there’s also physical 
therapy 
Transportation 
for patients 
1 • We have 
transportation for our 
patients to get them 
back and forth 
between facilities 
Provider 
Factors 
Role of front end 
staff 
2 • In the front area with 
things coming in over 
the phone we hear 
things that maybe the 
providers won’t hear 
Work hard 1 • We work really hard, 
and I think that’s 
something we excel at 
Factors That 
Impede 
Collaboration 
Patient Factors Patients not 
compliant 
1 • I have a patient who’s 
very non-compliant, 
she’s resistant to 
suggestions 
Communication 
Systems 
Interdepartmental 
meetings 
2 • We are meetinged out 
• -I think we need more 
meetings with dental 
Structural/ 
Building Issues 
Provider 
proximity 
1 • Providers are 
physically spread out 
Provider 
Characteristics 
Patient 
Treatment 
Patient respected 5 • Treat patients with 
respect regardless of 
their background 
• Concerned with 
patient rights 
• Listen to the patient 
• We don’t judge 
Patient centered 1 • We’re here to serve 
the patient 
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Table 4.7: Primary Care Two Focus Group Themes, Sub-Theme, Counts, and Examples 
of Verbatim Codes 
Research 
Question Themes Sub-Themes Count
Examples of  
Verbatim Codes 
Provider Roles Front end staff 
hear patient 
concerns 
1 • Unique role of front 
end staff in passing on 
information to NPs or 
behavioral health that 
may be key to helping 
people 
Demographics 2 • I don’t see any 
animosity about my 
characteristics 
Patient comfort 
with various 
providers 
1 • I think they’re 
comfortable because 
they see you as 
someone in their 
family, you look like 
them 
Patient 
Characteristics 
Mental/ 
Emotional 
Factors 
Trust & privacy 
concerns 
4 • Patients desire privacy 
• Patients have trust 
issues due to their 
environment 
• Patients have to share 
personal information 
• Patients may be 
concerned about 
backlash over 
changing providers 
Personal 
connection with 
providers 
4 • Patients want to be 
listened to 
• Choices about 
providers has to do 
with rapport 
• Patients have been 
upset about staff 
changes 
 Cultural Factors Racial 
similarities 
1 • Patients may have 
more comfort with 
providers who look 
like them 
Patient Non-
Compliance 
Emotional issues 2 • Patients can be 
stubborn or afraid 
• Compliance is better 
when the patient feels 
cared for 
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Table 4.7: Primary Care Two Focus Group Themes, Sub-Theme, Counts, and Examples 
of Verbatim Codes 
Research 
Question Themes Sub-Themes Count
Examples of  
Verbatim Codes 
Family and 
Community 
Involvement 
Patient 
Centered 
Serendipitous 
family 
involvement 
2 • We don’t involve the 
family too much 
unless the patient 
agrees 
• We don’t actively 
invite family in 
Role of Family 
in Treatment 
Family as a tool 4 • Family members help 
with translation 
• A caregiver can help 
the person deal with 
what’s going on 
• Family members help 
with compliance 
Word of Mouth 
Referrals 
Referral sources 5 • Our patients bring 
people in all the time 
• We have a population 
of clients that come 
from transitional 
facilities 
Meaning of 
referrals 
1 • Referrals are positive 
feedback that we’re 
doing a good job 
Wish List for 
the Center 
Communication 
Systems 
Meetings 2 • Need more 
interdepartmental 
meetings 
• Need meetings with 
the Dental group 
Alert system 1 • I think about having 
some type of code 
system that would 
alert someone if a 
practitioner was 
having a problem 
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Patient Factors 
Within the theme of Patient Factors the group discussed the sub-theme of Patient 
Trust.  Participants noted that the patients have a high level of comfort at the Center and 
trust the staff a lot.  They also found the number of referrals at the Center that patients 
gave to family and friends as an indicator of their comfort and trust. 
 A second sub-theme was discretion.   The participants saw patient trust as being 
closely tied to the discrete manner that providers treated their health care.  One 
participant noted, 
“It makes it easier for them to open up to the NPs when they come in and it’s 
done so discretely…they move on to go to behavioral health or physical therapy 
or dental and it’s done in a discrete manner that no one knows but the patient and 
the practitioner and the referred provider.” 
 
Patient Treatment 
 Patient Treatment was a second theme the group identified, with a sub-theme of 
First Name Basis.  The group discussed the importance of having a personal connection 
with their patients and knowing them on a first name basis.  They saw this as an 
important part of their patient care that engaged the patient. 
“You get to know them on maybe a first name basis, you know just a little bit 
more, I mean maybe about birthdays, anniversaries and you get to know about 
them personally aside from their health” 
 
 Another sub-theme was Family Setting.  The group discussed how they not only 
had a personal connection with individual patients, but that it often extended to entire 
families.  They saw this as an essential way that their facility differed from others. 
“It’s a different type of environment in terms of you get to know maybe 
grandmothers, mothers, um children, aunts, uncles, and that’s I think very unique 
in health care in general…with health care in general where people do come in 
and your like a number you take a number and you know you go to the next 
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person and I think the Center’s very unique, you know in the way that they handle 
um patients and staff as well, it’s like a family setting.”   
 
 They also noted a sub-theme of Advocate for the Patient.  Again they saw this as 
a way that their Center operated differently from other health care centers.  They stated 
that they make things happen for the patients that other centers do not such as finding 
them insurance coverage and finding low cost prescriptions.  The group also discussed 
their commitment to finding the most effective way to treat their patients. 
 The final sub-theme was Patient Respected.  The group discussed how patient 
care started as soon as thy walked through the door and that it was in a non-judgmental 
manner.  They emphasized their desire to accommodate the patients’ needs for privacy 
and comfort.  One participant simply stated   
“We don’t judge, we don’t question, we’re simply here to serve the patients.” 
 Provider Interactions 
 Another theme that emerged was Provider Interactions.  The group discussed the 
sub-theme of Respect Between Providers.  They noted that all of the providers respect 
each other and in particular respect and value each other’s knowledge base.  Tied to this 
was a second sub-theme of Varied Expertise.  The group saw the varied expertise at the 
Center as a key element that supported collaboration and allowed them to practice in a 
holistic manner. 
 Another key aspect of the interactions between providers was Complete 
Information.  The group discussed how communication between providers allowed them 
to get a complete picture and story about what was going on with patients.  This was seen 
as particularly important when patients were in crisis. One participant said, 
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“…we came together later on and discussed what was going on with this little girl 
and we had three different stories with what was going on and it all made sense on 
why this little girl was having this behavior problem.”  
 
 Structural/Building Issues 
 Another theme that emerged was Structural/Building Issues.  The group discussed 
how the sub-theme of Collocation impacted their ability to collaborate.  They saw it both 
as beneficial to themselves in terms of having quick access to other providers with 
diverse expertise, but also important to their patients in terms of convenience and access 
to providers who can help them with their various health care needs. 
 A second sub-theme was Transportation for patients.  They noted that the Center 
had van service to help patients get to their appointments.  This was seen as removing an 
important barrier to health care access which in turn allowed the providers to see their 
patients and be able to collaborate with each other.  The group again saw this as a way 
that their Center was unique. 
 Provider Factors 
 The final theme that emerged within factors the facilitate collaboration was 
Provider Factors.  In particular they noted a sub-theme of Role of Front Desk Staff.  They 
saw the front desk staff as having an essential role in hearing and disseminating patient 
information.  One participant stated, 
“I think it’s kind of a unique end of the front area because a lot of times you might 
hear information that is really important to maybe pass on to an NP or to someone 
in behavioral health that maybe someone is going through crisis and you can sort 
of discretely go to a manager or you know whoever’s on the floor to let them 
know that that’s going to be maybe really key to saving that person that they may 
not necessarily open up and say to a nurse practitioner.”  
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 The last sub-theme was Work Hard.  The group noted that they work really hard 
at providing the best possibly patient care.  They saw this as something that they really 
excel at. 
Factors that Impede Collaboration 
 The Primary Care Two group identified three themes around Factors that Impede 
Collaboration.  All three of the themes were non-dominant.  They included Patient Non-
Compliance, Communication Systems, and Structural/Building Issues. 
 Patient Non-Compliance 
 The group noted that Patient Non-Compliance was a serious obstacle to 
collaboration.  It was noted that they had a lot of non-compliance issues.  In particular the 
group reported non-compliance around resisting suggestions and referrals.  
 Communication Systems 
 Communication Systems was another theme that emerged, with a sub-theme of 
Interdepartmental Meetings.  However, there were different responses within the group 
about how meetings interfered with their ability to collaborate.  One comment was that 
the group was meetinged out, while another comment was that they needed more 
meetings with Dental as their two groups had little contact. 
 Structural/Building Issues 
 The final theme was Structural/Building Issues.  The sub-theme of Provider 
Proximity emerged from the discussions.  Participants noted that some of the providers 
were physically spread out, making it difficult to collaborate with the providers who were 
not close by. 
“We’re physically spread out a little differently from the lower level of the second 
floor and you sometimes you really don’t know what’s going on in another area.” 
 172
 
Focus Group Responses to Research Question Two 
Provider Characteristics 
 The Primary Care Two group identified two themes concerned with Provider 
Characteristics.  Both themes were dominant.  They included Patient Treatment and 
Provider Roles. 
Patient Treatment 
 The first theme that emerged was Patient Treatment.  One of the sub-themes was 
Patient Respected.  The group discussed how treating the patient with respect was a key 
part of how they personally approached patient care.  They discussed how they were 
concerned with patients’ rights and were there to serve and listen to the patients.  Again 
they stressed the idea that as providers they are non-judgmental, that they 
“…treat them with respect regardless of their backgrounds.” 
A second sub-theme was Patient Centered with the participants emphasizing their intense 
focus on patient care. 
Provider Roles 
 The second theme that the group discussed was Provider Roles.  The sub-theme of 
Front End Staff Hear Patient Concerns was noted by the group.  In particular, one 
participant stated, 
“It’s a little bit different with the front area, coming in over the phone we hear 
things that maybe other providers won’t hear.” 
 
This role was seen as essential in hearing information that other providers might not, and 
passing this information on.     
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 Another sub-theme was Demographics.  The group discussed how they did not 
see their personal characteristics such as race, age, and gender as impacting their 
interactions with their patients.  One participant noted that she did not see any animosity 
about her personal characteristics.   
 The final sub-theme was Patient Comfort with Various Providers.  While some of 
the participants noted that they did not see difficulties arising because of contextual 
variables, the idea that patients may be more comfortable with providers that look like 
them was also discussed.  One participant noted, 
“I think they’re comfortable cause they see you as maybe someone in their family 
and you look like them.” 
 
Patient Characteristics 
 The Primary Care Two group identified three themes concerning Patient 
Characteristics.  There was one dominant theme and two non-dominant themes.  The 
dominant theme was Mental/Emotional Issues.  The non-dominant themes were Cultural 
Factors and Patient Non-Compliance. 
Mental/Emotional Issues 
 A dominant theme of Mental/Emotional Issues emerged within Patient 
Characteristics.  One sub-theme was Trust and Privacy Concerns.  As noted earlier the 
participants saw being discrete and protecting patient’s privacy as an important part of 
the health care process.  One participant noted that she believed that patient trust issues 
were due to the environment they lived in.  They also noted that patients have to share 
very personal information to health care providers which also made trust and privacy 
concerns a natural part of the process.  Another issue that emerged was that patients 
sometimes wanted to change providers. 
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“you can choose the provider you want to see and be it me or whoever that’s 
fine…I don’t feel slighted by it or upset because you choose a different provider, 
that’s your choice…you have to have somebody you have rapport with discussing 
your personal business.” 
 While the participants stated that they did not judge or ask questions about these 
decisions, they noted that patients seemed to be concerned about backlash over choosing 
a new provider. 
 A second sub-theme was Personal Connection with Providers.  Just as the 
providers noted that having a personal connection with their patients seemed to facilitate 
the collaborative process, they also saw it as important to their patients.  They stated that 
patients wanted to be listened to.  They also said that choices about what provider they 
wanted to see were often about rapport with the provider and that patients were often 
upset about staff changes, implying that a personal connection was key for their patients. 
Cultural Factors 
 A non-dominant theme that emerged was Cultural Factors.  A sub-theme of 
Racial Similarities was discussed. Again, as noted previously, the group noted that 
patients may have more comfort with providers who look like them. 
 Patient Non-Compliance 
 The final theme that emerged was Patient Non-Compliance.  Within that theme 
the sub-theme of Emotional Issues emerged.  The group noted that patient non-
compliance was an impediment to collaboration and they saw the non-compliance as tied 
to patient fear.  However, one participant noted that compliance improved when the 
patients felt stable and care for. 
“We have some non-compliant patients but what I think is that they become more 
compliant once they come here, if they’re going to be compliant it’s probably here 
because of as far as the NPs, we follow up, we make sure that they’re stable and 
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they know we really care about them, and it’s not just us, it’s from the time they 
walk in the door.”    
 
Focus Group Responses to Research Question Three 
Family and Community Involvement 
 The Primary Care Two group identified two dominant themes and one non-
dominant theme regarding Family and Community Involvement.  The dominant themes 
were Role of Family in Treatment and Word of Mouth Referrals.  The non-dominant 
theme was Patient Centered. 
 Role of Family in Treatment 
 Role of Family in Treatment was a theme that emerged with a sub-theme of 
Family as a Tool.  Family members were seen as important in addressing language 
barriers by providing translation services for non-English speaking patients.  In addition, 
caregivers were seen as valuable in helping patients deal with what’s going on in terms of 
their health care.  Finally, the group discussed how family members helped with patient 
compliance.  One participant said, 
“I have a patient who is very non-compliant.  She has a cousin who takes her to 
her appointments here and then um if she’s resistant to suggestions or if I have to 
send her to the emergency room and her cousin is very adamant about reinforcing 
you know what we need to do for her health care…so it’s kind of a backup 
system.”   
 
 Word of Mouth Referrals 
 A second theme was Word of Mouth Referrals with a sub-theme of Referrals 
Sources.  The group noted that their patients frequently refer their family and friends to 
the Center.  In addition, they said that they frequently get referrals from other agencies 
such as transitional facilities.  Another sub-theme was Meaning of Referrals.  The group 
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discussed how receiving referrals was positive reinforcement that they were going a good 
job and that their services were recognized and valued in the community. 
 Patient Centered 
 The final theme that emerged was Patient Centered.  The sub-theme that emerged 
was Serendipitous Family Involvement.   The participants stated that care is focused on 
the patient and that they did not tend to actively invite family to be involved.  They also 
said that family is only included if the patient agrees.  One participant stated that family 
involvement was 
“…based on the patient’s decision, we don’t’ actually you know, ask them to 
come in…we don’t actively invite them in.” 
 
Focus Group Responses to Research Question Four 
Wish List for the Center 
 The Primary Care Two group identified one theme concerning their Wish List for 
the Center.  This theme was dominant.  The theme was Communication Systems 
 Communication Systems 
 Within the theme of Communication Systems, the group identified two sub-
themes; Meetings and Alert System.  In terms of Meetings, the group discussed a desire 
for more inter-departmental meetings, particularly with the Dental team.  IN terms of the 
second sub-theme, Alert Systems, one participant noted that it would be helpful to have 
an alert system.  Specifically, 
“I often wonder sometimes if there wasn’t some type of code like a code rose or 
blue or something like that…that would alert someone like if a practitioner was 
having a problem…or needed some assistance.” 
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Comparison to Semi-Structured Questionnaire Responses 
Research Question One – Facilitators and Impediments 
 Factors that Facilitate Collaboration 
 The Primary Care Two group showed great consensus between their focus group 
and their semi-structured questionnaire responses.  In terms of Factors that Facilitate 
Collaboration the questionnaire responses noted patient factors such as wanting comfort 
and trust, and desire for discretion.  The also discussed getting more complete 
information through collaboration, and valuing the different perspectives and expertise of 
multiple providers 
Factors that Impede Collaboration 
 While the group also showed consensus between the two format regarding 
impediments, they were much more explicit about their concerns in their questionnaire 
responses.  Specifically, several participants noted difficulties with the behavioral health 
department.  One participant noted that the behavioral health department communicates 
in a condescending manner.  Another participant noted that providers who think their role 
is more important than other’s roles impede the process.  The private format may have 
allowed for more explicit responses. 
Research Question Two – Provider and Patient Characteristics 
 Provider Characteristics 
 Several themes emerged in the questionnaire responses that did not come up 
during the focus group discussions.  One provider noted that it was helpful being a 
primary care provider as they access to the most patient information.  Another participant 
noted that being bilingual was helpful.  Some consistent themes were patient comfort 
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with providers who look them, as well as the comment that personal characteristics did 
not affect the process. 
 Patient Characteristics 
 In contrast to the focus group responses, participants made few comments about 
patient characteristics in the questionnaires.  It was noted that patients desired comfort.  
Also, questionnaire responses noted that patient characteristics did not affect the process, 
in contrast to the focus group discussion. 
Research Question Three – Family and Community Involvement 
 Once again the group showed great consensus between their responses on the two 
formats.  In particular they noted that care was patient centered and that family was only 
occasionally involved.  However, one participant noted that family tended to be included 
when patients were in distress.  They were also consistent in their comments on the role 
of family and community in getting referrals to the Center. 
Research Question Four – Wish List for the Center 
 In contrast, responses concerning wishes for the Center differed according to the 
two formats.  One participant noted on the questionnaire a desire for patients to take 
better advantage of the facilities.  In addition, a desire for more productive meetings with 
behavioral health was mentioned.  Again this was a more explicit comment than what 
emerged in the focus group.  A consistent theme was the desire for an alert system.  
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Behavioral Health Group 
Focus Group Responses to Research Question One 
Factors that Facilitate Collaboration 
 The Behavioral Health group identified four dominant themes and one non-
dominant theme with regard to Factors that Facilitate Collaboration.  The dominant 
themes were Communication Systems, Provider Interaction, Structural/Building Issues, 
and Provider Roles.  The non-dominant theme was Patient Factors (see Table 4.8) 
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Table 4.8: Behavioral Health Focus Group Themes, Sub-Themes, Counts, and Examples 
of Verbatim Codes 
Research 
Question Themes Sub-Themes Count 
Examples of  
Verbatim Codes 
Factors That 
Facilitate 
Collaboration 
Communication 
Systems 
Meetings 4 • Quarterly meetings are 
helpful 
• Meetings with primary 
care 
• We’re starting to get 
feedback on specific 
clients at our meetings 
Email 3 • Everybody’s getting 
emails so we  know 
what’s going on in the 
center 
Provider 
Interactions 
Communication 
between 
departments 
4 • Value of getting 
feedback from other 
departments 
• Relationships between 
departments is 
important 
• Importance of getting 
appropriate referrals 
between departments 
Provider 
attitudes 
towards 
collaboration 
4 • The staff makes this 
place work 
• There’s a lot of 
openness to 
collaboration 
• Much better with 
increased 
understanding of each 
other’s jobs 
• Value of diverse 
expertise between 
departments 
• Face to face is best 
 Patient Factors Patient’s 
multiple issues 
2 • Our patients tend to 
have chronic, intense 
needs 
Structural/Build
ing Issues 
Patient 
transportation 
1 • Another important 
thing is having 
transportation for our 
patients 
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Table 4.8: Behavioral Health Focus Group Themes, Sub-Themes, Counts, and Examples 
of Verbatim Codes 
Research 
Question Themes Sub-Themes Count 
Examples of  
Verbatim Codes 
Behavioral 
health 
embedded in 
primary care 
4 • Having a behavioral 
health person 
embedded in primary 
care is a really positive 
thing 
Provider Roles Role of front 
end support 
staff 
2 • Front end support 
people get a lot of 
information from 
patients 
Role of 
management 
1 • Department director 
has more access to 
meetings  
Factors That 
Impede 
Collaboration 
Patient Factors Patient multiple 
issues 
2 • Patients have chronic 
medical conditions 
• Chaotic lives lead to 
no shows 
Language issues 2 • Limited capacity to 
serve non-English 
speaking patients 
Communication 
Systems 
Meetings 2 • Sometimes someone 
will call a meeting and 
I didn’t know that we 
were having a site 
meeting 
• We try to meet with 
primary care once a 
month and sometimes 
it happens and 
sometimes it doesn’t  
Busy Time 
limitations 
3 • Not enough time in the 
day 
• Not enough time for 
meetings 
Work volume 3 • High patient volume 
• A lot of paperwork 
Structural/Build
ing Issues 
Building layout 4 • There are barriers with 
dental because they’re 
in the basement and 
we’re on the second 
floor 
 182
Table 4.8: Behavioral Health Focus Group Themes, Sub-Themes, Counts, and Examples 
of Verbatim Codes 
Research 
Question Themes Sub-Themes Count 
Examples of  
Verbatim Codes 
Provider 
Interactions 
Provider 
attitudes 
towards 
collaboration 
1 • Tension between 
behavioral health and 
primary care 
Limits to 
contact between 
departments 
2 • Little contact with 
Dental 
• Collaboration goes 
through department 
director 
Philosophical/
Model 
Differences 
Patient 
treatment 
5 • Sometimes get 
inappropriate referrals 
between departments 
• Tension over waiting 
list management 
• Other departments 
have less paperwork 
• Medical model can 
label patients 
Provider 
Characteristics 
Patient 
Treatment 
Provider 
attitudes about 
patient 
characteristics 
1 • Socio-economic status 
and history of violence 
and trauma seen as 
more important than 
race  
Advocating for 
patients 
2 • We have to be 
advocates for their 
patients and we have 
to sometimes hold 
their hands and be 
directive 
Provider 
Interactions 
Within 
department 
interactions 
1 • Mutual support within 
the department 
Between 
department 
interactions 
1 • Concern about 
perceived bias when 
doing trainings 
Training 
differences 
1 • Emphasis on cultural 
sensitivity 
Provider Roles Role of front 
end support 
staff 
1 • I wouldn’t have known 
one of my clients was 
in the hospital if it 
hadn’t been for our 
transportation person 
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Table 4.8: Behavioral Health Focus Group Themes, Sub-Themes, Counts, and Examples 
of Verbatim Codes 
Research 
Question Themes Sub-Themes Count 
Examples of  
Verbatim Codes 
Cultural 
sensitivity 
issues 
1 • Few minorities in 
management 
• Feel like the squeaky 
wheel in addressing 
cultural sensitivity 
Patient 
Characteristics 
Mental/ 
Emotional 
Factors 
Patient anxiety 1 • Patients are stressed 
both mentally and 
physically 
Psychosomatic 
symptoms 
2 • Patients sometimes 
think there is 
something wrong with 
their heart when it’s 
really anxiety 
• One client was 
manifesting all these 
physical symptoms 
and they couldn’t find 
anything wrong, then 
we found out she’d 
been raped 
Healthcare 
History 
Limited 
previous 
healthcare 
1 • We have a lot of 
people who haven’t 
had a physical in 7 to 
10 years 
Underprivileged Patient multiple 
issues 
5 • Minorities 
• Low socioeconomic 
status 
• Exposure to violence 
and trauma 
Cultural Factors Differences 
within patient 
community 
1 • Bias and prejudice 
exists within patient 
community 
Differences 
between 
patients and 
providers 
1 • Language barriers for 
non-English speaking 
patients 
• Patients less privileged 
than providers 
Family and 
Community 
Treatment 
Model 
Inclusion of 
family in 
treatment 
2 • Nature of family and 
pediatric therapy to 
include family 
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Table 4.8: Behavioral Health Focus Group Themes, Sub-Themes, Counts, and Examples 
of Verbatim Codes 
Research 
Question Themes Sub-Themes Count 
Examples of  
Verbatim Codes 
Role of Family Family as a tool 1 • Family members act as 
translators 
Wish List for 
Center 
Busy Work volume 1 • Desire for less 
paperwork 
• Desire for more time 
for direct patient care 
Resources Personnel 3 • Desire for Spanish 
speaking providers 
• Want more therapists 
Financial 1 • It would be nice to 
have more money to 
do things 
Structural/ 
Building Issues 
Building layout 5 • In an ideal world 
everything would be 
right down the hall 
 
 185
Communication Systems 
 Communication Systems emerged as a dominant theme in the Behavioral Health 
group.  Within this theme, the group discussed a sub-theme of Meetings.  They stated that 
they found the quarterly agency meetings a helpful way to stay connected to all of the 
providers in the Center.  They also said that they were working towards having regular 
meetings with primary care which they saw as an important step towards greater 
collaboration between the two departments.  A key aspect of these meetings was getting 
feedback on specific clients. 
 A second sub-theme was email.  The group discussed how getting emails was an 
important way to stay in touch.  They noted that everyone in the Center is now getting 
emails which helped them to know what was going on. 
 Provider Interactions 
 A second theme that the group discussed was Provider Interaction.  Within this 
theme they identified two sub-themes.  The first of these was Communication Between 
Departments.  The group noted the importance of open communication between 
departments and stated that they valued getting feedback.  They also noted that as 
communications improved, they were getting more appropriate referrals from primary 
care. 
“That process seems to be more streamlined now than it was even a year ago.  We 
were getting a few things, sort of, we’d get some random, some random referrals, 
or some inappropriate referrals and that’s gotten much better.” 
 
A second sub-theme was Provider Attitudes Towards Collaboration.  The group 
discussed how the staff made the Center work and that openness to collaboration was a 
key element.  They said that they valued each other’s expertise and preferred face to face 
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contact.  One participant also noted that an important piece was all of the providers 
understanding each other’s roles. 
Structural/Building Issues 
 The group also identified the theme of Structural/Building Issues.  Within this 
theme the sub-theme of Patient Transportation emerged.  The group talked about the 
importance of having transportation for their patients.  A second sub-theme was 
Behavioral Health Embedded in Primary Care.  They noted that part of the structure of 
the practice model was to have behavioral health people embedded in the primary care 
department.  This was seen as key both in addressing patient’s holistic health needs, and 
also in linking the two departments. 
 Provider Roles 
 Another theme the group discussed was Provider Roles.  They noted the sub-
theme of Role of Front End Support Staff.  As other groups had noted, the behavioral 
health group saw the front end support staff as playing a vital role in gathering patient 
information and passing it on to appropriate providers.  A second sub-theme was Role of 
Management.  Within this sub-theme they group talked about how management 
personnel had greater access to the collaborative process through their participation in 
management level meetings.   
 Patient Factors 
 The final theme that emerged was Patient Factors.  In particular the group 
discussed Patient Multiple Issues.  It was noted that their patients tended to have chronic, 
intense needs.   
“The referrals that we’ve gotten are more severe…more chronic and more 
disorganized and more intense kind of needs.” 
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These issues were seen as leading to collaboration between departments. 
Factors that Impede Collaboration 
 The Behavioral Health group identified six themes associated with Factors that 
Impede Collaboration.  The dominant themes were Patient Factors, Busy, 
Structural/Building Issues, Provider Interactions, and Philosophical/Model Differences.  
The non-dominant theme was Communication Systems. 
 Patient Factors 
 The theme of Patient Factors was discussed by the group.  The first sub-theme 
that emerged was Patient Multiple Issues.  As noted previously, they saw their patients 
multiple, chronic issues as facilitating collaboration.  However, they also noted that it 
could impede collaboration when their patients multiple issues resulted in no shows and 
lack of follow through.  They also noted a second sub-theme of Language Issues.  It was 
noted that the Center had limited capacity to serve non-English speaking clients, which 
interfered with overall patient care and the ability of the providers to work together. 
“…the clients that I have who have limited English ability kind of get a shorted 
end of the stick when it comes to collaborative care and getting better care.” 
 
Busy 
Another theme that the group identified was Busy.  Within this theme they 
identified two sub-themes.  The first was Time Limitations.  They discussed how there 
was not enough time in the day to provide all of the direct care they wanted to provide, or 
to follow up with other providers as fully as they may want to.  One participant noted that 
during inter-departmental meetings there was often only enough time to touch base on 
one shared patient, when it would have been helpful to discuss many more. 
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“I find myself really having to kind of like pick and choose which ones I have 
time to go touch base about or even when e meet as a group, it’s like an hour once 
a month and I know we all could probably talk about twenty people at the 
meetings and so often it feels like there’s only time to talk about the most severe 
kind of situation or the most crisis situation.” 
 
A second sub-theme was Work Volume.  They noted that they have a high patient 
volume and often have a closed waiting list because they are already at maximum 
capacity.  They also noted that the volume of paperwork associated with behavioral 
health services was an impediment to collaboration, one that some other departments did 
not necessarily have to tend with. 
Structural/Building Issues 
The participants also noted a theme of Structural/Building Issues, with particular 
emphasis on Building Layout.  They noted that there are barriers with groups who are 
located in different parts of the building.  Specifically, they said that they collaborate 
little with Dental as the Dental group is in the basement and they are located on the 
second floor. 
Provider Interactions 
Another theme was Provider Interactions.  The group identified two sub-themes; 
Provider Attitudes Towards Collaboration and Limits to Contact Between Departments.  
While the Provider Attitudes Towards Collaboration had also been identified as a 
facilitator, the group specifically discussed the presence of tension between primary care 
and behavioral health departments.  They saw this as tied to not understanding each 
other’s roles and operating procedures such as waiting list policies and referrals.  
Limits to Contact Between Departments were discussed in several ways.  First of 
all, as noted earlier, they noted that physical proximity limited their contact with groups 
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such as Dental.  A second comment that was made was that collaboration between 
departments often went through the department director, so that support staff were not 
always directly involved in the collaborative process. 
Philosophical/Model Differences 
The final dominant theme that emerged was Philosophical/Model Differences.  
Within this theme the group talked about a sub-theme of Referral Procedures.  In 
particular they talked about the issue of getting appropriate referrals.  As noted earlier, 
they stated that they had been getting more appropriate referrals from primary care, but 
said that there was learning curve for primary care in terms of understanding what 
referrals were appropriate. 
They also noted tension over their waiting list policies and that other providers 
were frustrated at times when their waiting list was closed and they were not accepting 
new patients.  They saw a lack of understanding of their patient care; namely that many 
of the patients had chronic needs necessitating long term treatment.  
“There was a tension between primary care and behavioral health because there 
was such a need in the community and the NPs would see this front line and say 
your waiting list is closed, I can’t get somebody in and there wasn’t you know the 
understanding of a lot of our clients we carry for longer term because there’s 
multiple traumas, there’s multiple things that take time as you’re doing therapy to 
uncover.” 
 
Communication Systems 
The final theme that emerged was Communication Systems.  The sub-theme was 
Meetings.  They discussed how meetings were very helpful, but at times they were 
inconsistent and did not always happen.  Also, they noted that with the volume of work at 
the Center, information about meetings was not clear. 
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“Somebody will call the meetings and all the NPs from all three sites are meeting 
and I didn’t know that we were having a site meeting here, something like that 
with communication is still being worked out.”  
 
Focus Group Responses to Research Question Two 
Provider Characteristics 
 The Behavioral Health group discussed two dominant themes and one non-
dominant theme concerning Provider Characteristics.  The dominant themes were Patient 
Treatment and Provider Interactions.  The non-dominant theme was Provider Roles. 
 Patient Treatment 
 The group discussed two sub-themes within the theme of Patient Treatment.  The 
first was Provider Attitudes About Patient Characteristics.  The group talked about the 
impact of socioeconomic status and exposure to trauma and violence relative to the 
impact of race.  One participant stated, 
“I think um one of the things though more so than the racial differences is the 
socioeconomic differences and the violence of where our clients live that impact 
more to me than racial differences.” 
 
Another provider echoed this response when she noted that patients of European descent 
within the community were also very disadvantaged. 
 A second sub-theme was Advocating for Patients.  The group discussed the need 
to advocate for patients and try to connect them to services.  They also said that 
sometimes they need to hold their patients hands and be directive with them in order to 
get them the help they need. 
 Provider Interactions 
 A second theme that emerged was Provider Interactions.  Within this theme the 
group discussed the sub-theme of Within Department Interactions.  They stated that there 
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was mutual respect and support within the department which was seen as important 
qualities inherent within the providers in the group.  Related to this was another sub-
theme, Between Department Interactions.  In particular the group noted that they were 
concerned about the perception of bias.  The example that was given concerned the 
group’s reluctance to provide trainings on cultural sensitivity.  They stated that they 
decided to have an outside provider do the training so that there would not be a 
perception of bias in the other departments. 
 The final sub-theme was Training Differences.  The group noted concerns about 
the perception of bias, and potentially linked this to training differences.  They discussed 
how issues of cultural sensitivity were stressed in their education and training 
backgrounds compared to the training of other disciplines. 
 Provider Roles 
 The final theme that they discussed was Provider Roles.  In particular they talked 
about the Role of Front Line Support Staff, and Cultural Sensitivity Issues.  In terms of 
the Role of Front Line Support Staff they saw providers in those roles as key to getting 
information about patients.  One participant stated, 
“I would not have known about my one client ending up in the hospital if it hadn’t 
been for this, our transportation person.”    
 
Finally, in terms of Cultural Sensitivity, the group discussed how there are few minorities 
within management.  One participant noted that as a minority, it often seemed that she 
was the one having to bring up concerns about cultural sensitivity. 
“I was the only person on color in the management teams for years, so it was 
usually me saying, well did anyone think about this, what about that, did you 
know, and I kind of felt like that made me um like the squeaky wheel.” 
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Patient Characteristics 
 The Behavioral Health group identified two dominant themes and two non-
dominant themes with regard to Patient Characteristics.  The dominant themes were 
Mental/Emotional Issues and Underprivileged.  The non-dominant themes were Health 
Care History and Cultural Factors. 
Mental/Emotional Issues 
  In terms of Mental/Emotional Issues, the group discussed two sub-themes.  The 
first was Patient Anxiety.  They noted that patients were stressed both mentally and 
physically.  One participant noted that anxiety 
“…affects my clients not just mentally but physically, um their stress levels, their 
blood pressure, um stomach problems, ulcers.” 
 
 Also, they noted a second sub-theme of Psychosomatic Symptoms.  In particular 
it was noted that sometimes patients exhibited physical symptoms that were actually tied 
more to psychological issues.  One participant described a client 
“…who was manifesting all these physical symptoms, they could find absolutely 
nothing wrong with her physically, she had been raped, but it was all coming out 
physically.” 
 
Underprivileged 
They also noted the theme of Underprivileged.  Within this theme they talked 
about a sub-theme of Patient Multiple Issues.  As noted previously, they described their 
patients as tending to be low income minorities with a lot of exposure to violence and 
trauma.  It was noted that 
“…at times you feel like you’re just putting a band-aid on this enormous gash.” 
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Health Care History 
Linked to the previous theme of Underprivileged was another theme the group 
identified; Health Care History.  Specifically the group noted a sub-theme of Limited 
Previous Health Care.  They noted that many of the patients hadn’t had a physical in 
seven to ten years, which contributed to their anxiety about medical treatment and 
coming to the Center. 
Cultural Factors 
The final theme that emerged was Cultural Factors.  The group identified two sub-
themes; Differences Within the Patient Community, and Differences Between Patients 
and Providers.  In terms of Differences Within the Patient Community, the group noted 
that despite the many similarities shared within the community, bias and prejudice still 
existed in the community.  In addition, the group discussed Differences Between Patients 
and Providers.  Specifically they talked about language barriers and having limited 
capacity to serve non-English speaking patients. 
Focus Group Responses to Research Question Three 
Family and Community Involvement 
 The Behavioral Health group did not address this question directly due to time 
constraints; however several themes emerged indirectly through their discussion on other 
topics.  The group identified two non-dominant themes.  These were Treatment Model 
and Role of Family. 
 Treatment Model 
 The group indirectly discussed how their Treatment Model impacted family and 
community involvement.  Several of the participants noted that they were family and/or 
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pediatric therapist.  Therefore, family tended to be involved in treatment when the 
provider used these modalities. 
 Role of Family 
 The group also discussed the Role of Family and the sub-theme of Family as a 
Tool.  As previously noted, they said that family was helpful in translating for non-
English speaking patients.  They also saw family as important in creasing patient 
compliance and helping patients to understand treatment recommendations. 
Focus Group Responses to Research Question Four 
Wish List for the Center  
 The group identified three themes within Wish List for the Center.  The dominant 
themes were Resources and Structural/Building Issues.  The non-dominant theme was 
Busy. 
Resources 
 The group discussed the theme of Resources.  Within this theme were two sub-
themes; Personnel and Financial.  In terms of Personnel, the group expressed a desire for 
more staff, and in particular more Spanish speaking staff.  In terms of Financial, one 
participant stated that it would be nice to have more money to do things, 
“…that would be ideal, more money, you know but I’m not even talking about 
salaries, more resources, I’m talking about more money to do things with, I mean 
we’re finally going to get the building painted this year, I’ve been here for over 
five years, it has needed it probably since the day I walked in here, but you know 
because the resources aren’t there.”  
 
 Structural/Building Issues 
 The next theme the group identified was Structural/Building Issues with the sub-
theme of Building Layout.  As previously noted, the group had commented that lack of 
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physical proximity to other providers was an impediment to collaboration.   Therefore, 
they expressed a desire to have all the providers on one floor. 
Busy 
 Finally, the theme of Busy emerged on their wish list.  In particular, the group 
discussed their work volume.  They said that they wanted more time for direct patient 
care, and wished that they had less paperwork. 
Comparison to Semi-Structured Questionnaire Responses 
Research Question One – Facilitators and Impediments 
 Factors that Facilitate Collaboration 
 While there was a lot of consensus between the two formats for the Behavioral 
Health group, responses were more limited in the questionnaires.  In terms of the 
questionnaire responses, the participants noted the importance of meetings and one to one 
contact.  They also discussed mutual respect between providers and the value of the 
behavioral health primary care consultant. 
 Factors that Impede Collaboration 
 For Factors that Impede Collaboration, the participants noted several themes that 
did not come up in the focus group discussion.  One of these was how productivity 
concerns limited their ability to collaborate.  It was also noted that the joining of FPCN 
and Drexel created problems in the past.  Personal feelings were also noted as an 
impediment, but no details were given.  Otherwise, similar themes came up between the 
two formats. 
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Research Question Two – Provider and Patient Characteristics 
 Provider Characteristics 
 The participants brought up several unique themes that were not discussed in the 
focus group.  In particular, one participant noted that her training as a social worker was 
important as it created a systems perspective.  This perspective was especially pertinent 
in fostering an awareness of how contextual variables such as race, class, and age impact 
interactions.  While issues of cultural sensitivity and training came up in the focus 
groups, the discussion was more explicit in the questionnaire. 
 Patient Characteristics 
 In terms of Patient Characteristics, the only theme that emerged in the 
questionnaires was patient desire for comfort and privacy.  
Research Question Three – Family and Community Involvement 
 Once again there was consistency between the groups’ responses in the focus 
group and the questionnaires.  However in the questionnaires they were more explicit 
about when and why they would include family.  Specifically, they noted that family was 
naturally involved in the process when they worked with kids.  Family was seen as an 
important part of care. 
Research Question Four – Wish List for the Center 
 For the final research question, there was also a lot of consensus.  In the 
questionnaires they noted the desire for less redundant paperwork and more time in the 
day.  They talked explicitly about want more meetings, but specifically more frequent 
and less lengthy meetings.  A greater respect for meetings was also desired. 
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Dental Group 
Focus Group Responses to Research Question One 
Factors that Facilitate Collaboration 
 The Dental group identified one dominant theme and two non-dominant themes 
concerning Factors that Facilitate Collaboration.  The dominant theme was 
Communication Systems.  The non-dominant themes were Patient Factors and 
Structural/Building Issues (see Table 4.9) 
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Table 4.9: Dental Focus Group Themes, Sub-Themes, Counts, and Examples of Verbatim 
Codes 
Research 
Questions Themes Sub-Themes Count 
Examples of  
Verbatim Codes 
Factors That 
Facilitate 
Collaboration 
Communication 
Systems 
Intra-
department 
meetings 
2 • We huddle all the 
time, we have lunch 
together and discuss 
patients 
Inter-
department 
meetings 
2 • Quarterly meetings 
• Staff training 
Formal and 
informal contact
1 • Ability to email and 
call other staff 
• Informal contact in 
the hallway 
Referrals 1 • I think people in the 
building are talking us 
up 
Patient Factors Patient multiple 
issues 
2 • Most of the clients are 
low income and need 
multiple services 
Personal 
connection with 
patients 
1 • We take the time to 
greet them and make 
them feel comfortable 
Structural/ 
Building Issues 
Collocation 2 • Being the same 
building we can track 
down patients and 
other providers 
Factors That 
Impede 
Collaboration 
Busy Work volume 2 • We have so many 
patients and everyone 
needs so much work 
done 
• We’re too busy seeing 
patients day in and 
day out 
Time issues  • It’s hard to find time 
to schedule meetings 
 Follow through 2 • Kids are falling 
through the cracks 
and they’re not 
getting care 
Innovation 1 • We get too busy to 
think outside the box 
Patient Factors Patient multiple 
issues 
2 • Patients often move 
and have phones cut 
off 
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Table 4.9: Dental Focus Group Themes, Sub-Themes, Counts, and Examples of Verbatim 
Codes 
Provider 
Interactions 
Lack of 
response from 
other providers 
1 • Frustration with 
having to wait 3 hours 
to get a response from 
primary care  
Hierarchy 1 • Dental and oral 
sometimes fall to the 
side of primary care 
Department 
differences 
1 • Dental care often 
needs more 
appointments than 
other providers 
Trainings 1 • Dental hasn’t 
provided any trainings 
yet 
Resistance to 
Change 
Established 
dental hierarchy 
1 • There’s a lot of 
resistance at a very 
high level in 
organized dentistry 
against non-dentists 
doing procedures 
 Lack of 
legislative 
action 
2 • They passed that 
public health dental 
hygienist thing 2 
years ago but nothing 
has happened since 
then 
 Productivity Reimbursement 
issues 
1 • We’re limited by 
reimbursement issues, 
there are things we 
may not be able to 
perform unless they 
can afford it 
Provider  
Overload 
Fatigue from 
work volume 
2 • Wiped out by the end 
of the day 
Structural/ 
Building issues 
Layout 2 • It would be easier if 
everything was 
upstairs 
• Geography is a big 
issue 
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Table 4.9: Dental Focus Group Themes, Sub-Themes, Counts, and Examples of Verbatim 
Codes 
Provider 
Characteristics 
Patient  
Treatment 
Advocacy 4 • We work to educate 
our patients 
• We give them choices 
and options 
• Help patients get 
insurance coverage 
Respect 3 • We’re as polite as 
possible, we treat 
them like they’re 
somebody 
• I treat them the way I 
want to be treated 
Work  
Emphasis 
Health 
outcomes 
2 • We’re doing primary 
dental care, we’re not 
whitening teeth, but 
just getting rid of 
infection, decay, pain 
Serving the 
underprivileged 
1 • Serving the 
underserved makes 
this practice more 
enriched, more 
exciting 
Roles Role of front 
desk staff 
1 • The front desk is a 
very loaded area, we 
have people who are 
very competent in 
those places 
Provider  
Overload 
Fatigue from 
work volume 
2 • When you see a lot of 
patients you go right 
to sleep when you’re 
done 
• Every night I’m so 
tired, when I go home 
I go to bed 
Patient 
Characteristics 
Underprivileged Patient multiple 
issues 
2 • Patients have multiple 
medical issues and 
poor history of 
healthcare 
• Minorities 
• Low socioeconomic 
status 
• Chaotic lives 
 201
Table 4.9: Dental Focus Group Themes, Sub-Themes, Counts, and Examples of Verbatim 
Codes 
Racial 
differences 
2 • Racial differences 
shouldn’t make a 
difference 
Healthcare 
History 
Poor history of 
healthcare 
1 • If you haven’t had a 
cleaning in 10 years 
it’s an assault 
Comfort level 1 • Lack of experience 
with dental tools 
• The kind of service 
they get here helps to 
increase their comfort 
with dentistry and 
medical care 
Mental/Emotion
al Issues 
Trust and safety 
issues 
4 • Patients are anxious 
when they come here 
and need to be 
comforted 
Family and 
Community 
Work Emphasis Family 
healthcare 
1 • We’re trying to her 
their household to 
have dental care 
because it’s important 
to their family health 
Outreach Community 
referrals 
2 • Word of mouth 
referrals in the 
community 
Referrals Family and 
friends 
2 • We get a lot of calls 
from senior citizens 
who refer their friends
Impediments to 
outreach 
2 • Limits of human 
resource staffing 
keeps us from doing 
more outreach 
• We get few referrals 
from outreach 
programs 
Wish List for 
the Center 
Communication 
Systems 
Technology 1 • I would love to have 
an instant message 
system 
Referrals 1 • I wish the referral 
forms were used 
more, they often end 
up in the trash 
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Table 4.9: Dental Focus Group Themes, Sub-Themes, Counts, and Examples of Verbatim 
Codes 
Meetings 1 • Want more 
interdisciplinary 
meetings 
Provider 
Interactions 
Trainings 1 • Want dental to 
provide an in-service 
training 
  Better response 
from providers 
1 • Want less of wait in 
hearing from other 
providers 
Outreach Future growth 1 • We’re trying to 
collaborate on the 
concept of a 
community dental 
health worker 
. 
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Communication Systems 
 Communication Systems emerged has a dominant theme for the Dental group.  
Within this theme they discussed a sub-theme of Intra-department Meetings.  They noted 
that their group tends to gather all the time, and has more of an informal system for 
checking in on patients.  One participant noted that they usually eat lunch together and 
take that time to discuss cases.  They also said as a small group in a shared space it was 
easy for them to check in with each other. 
“We’re like huddling all the time, I mean like we sit around and have lunch 
together and a lot of times talk about cases, or our facility is small enough that 
exchanges happen on a regular basis.” 
 
 A second sub-theme was Inter-department Meetings.  The group discussed how 
quarterly agency meetings were a helpful way to hear about what was going on in the 
agency and to stay connected.  They also found staff trainings given by the other 
departments important in learning about the other departments and getting to know them 
 Another sub-theme under Communication Systems was Formal and Informal 
Contact.  In particular the group discussed how a mix of different types of formats was 
helpful in staying connected and collaborating with other providers.  These included 
email, phone calls, and informal contact in the hallway. 
 The final sub-theme was Referrals.  They noted that getting referrals from other 
departments within the building was an important part of collaboration.  They noted 
examples of other providers bringing patients down to see them.  One participant noted, 
“Jennifer, the outreach worker, she will bring the kids over and do a tour and 
they’ll go through…so I think that people in the facility are talking us up.” 
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 Patient Factors 
 A second theme that emerged was Patient Factors.  A sub-theme of Patient 
Multiple Issues was discussed by the group.  They noted that most of their patients are 
low income and need multiple services.  They discussed how in general their patients 
tended to be underprivileged and have a poor history of health care which drove a need 
for collaboration. 
 A second sub-theme was Personal Connection with Patients.  They noted that the 
providers take the time to greet the patients and make them feel comfortable.  They 
discussed how patients often come in with anxiety and that the personal connection with 
the providers, particularly the support staff, helped the patients to feel comfortable and to 
continue with their dental care. 
“I have to greet all the patients and the ones who don’t want to schedule I kind of 
schedule them, make sure they’re comfortable with coming back to see everybody 
and just make sure that they’re comfortable in general.” 
 
 Structural/Building Issues 
 The final theme that the group discussed concerning facilitators to collaboration 
was Structural/Building Issues.  They specifically talked about the sub-theme of 
Collocation.  The group talked about how being located in the same building was 
important when providers needed to track each other down.  One participant noted an 
example of a patient who came in for dental work and denied any health changes, 
however, 
“…before I had started, I had already taken x-rays, one of the nurses from primary 
care came down, tracked this patient down and was like, “What are you doing, 
and her blood pressure was 200 and something over 100 and something”, she said 
“you can’t be here”, so it actually was kind of helpful for both of us in terms of 
the patient because she wasn’t physically ready for any dental work, her health 
was in question.”   
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Factors that Impede Collaboration 
 The Dental group discussed two dominant and five non-dominant themes around 
Factors that Facilitate Collaboration.  The dominant themes were Busy and Provider 
Interactions.  The non-dominant themes were Patient Factors, Resistance to Change, 
Productivity, Provider Overload, and Structural/Building Issues. 
 Busy 
 The theme of Busy emerged as an important impediment to collaboration.  Within 
that theme a sub-theme of Work Volume was discussed.  They group noted that the 
volume of patients they see every day makes it difficult to collaborate, especially within 
other departments.  While the dental group was able to stay connected, the work volume 
kept them from connecting with other departments.  In addition to the volume of patients, 
they noted that many of their patients had complicated medical needs.  One participant 
noted, 
“…we have so many patients and it’s like everyone needs so much work to get 
done that nothing is really just one appointment, see you later.” 
 
 They also discussed the sub-theme of Time Issues.  In particular they found it 
hard to schedule time to have meetings.  They noted that people have busy schedules 
throughout the entire Center which made it difficult for providers to collaborate. 
 Provider Interactions 
 The second dominant theme was Provider Interactions.  One sub-theme that 
emerged was Lack of Response From Other Providers.  In particular they talked about 
frustration around having to waiting to hear back about patients with medical issues.  One 
participant stated that it would be great to 
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“…just open a window and say “I have a patient who needs this, this and this, like 
can help us out today?”, and not have to be on the phone waiting for three hours, 
that would be great to go…”got a patient who’s like on a their death bed, they 
need this tooth taken out, can you hook us up?”, and actually get a response.” 
 
Another sub-theme was Hierarchy.  They group noted that sometimes it seemed 
that the importance of dental care was not emphasized.  In particular, they felt that dental 
and oral care sometimes fell to the side of primary care.  Also, they discussed a sub-
theme of Department Differences.  They noted that dental care often requires longer and 
more frequent appointments compared to other disciplines, which made it more difficult 
for them to collaborate. 
The final sub-theme that emerged was Trainings.  While the group noted 
previously that they valued trainings given by other departments, they stated that they had 
never given any.  They saw this as another impediment to collaboration as they had not 
had the opportunity to educate the other departments on who they were, what they did, 
and the importance of dental care. 
“We’ve gotten them from behavioral health, got them from primary care, and I 
haven’t’ pushed it, but you know it’s, we haven’t done it from the oral health 
perspective…we’ve never done an oral health presentation the whole time I’ve 
been here, that’s interesting.” 
 
Patient Factors 
 The first non-dominant theme was Patient Factors.  In particular they discussed 
the sub-theme of Patient Multiple Issues.  While they saw ways that this facilitated 
collaboration, they also discussed how it impeded the process.  Specifically, they said that 
patients often moved and had their phones cut off which made follow up and 
collaboration difficult. 
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Resistance to Change 
 Another theme that emerged was Resistance to Change.  Within that theme the 
sub-theme of lack of Legislative Action arose.  The group talked about an initiative to 
have public dental health hygienists.  They said that although legislation regarding the 
initiative had been passed two years ago, nothing had been done since.  Related to that 
was a second sub-theme of Established Dental Hierarchy.  One participant noted that 
“there’s a lot of resistance at a very high level in organized dentistry against non-
dentists doing procedures or doing things that were traditionally defined as dental 
procedures.” 
 
They saw these issues as impeding their ability to collaborate more actively with the 
community.  
Productivity 
 The theme of Productivity was also discussed as an impediment to collaboration.  
Specifically they discussed the sub-theme of Reimbursement Issues.  The group talked 
about how the amount of work they are able to do is sometimes limited by patients; 
ability to afford services. 
 Provider Overload 
 Provider Overload was another theme that emerged.  The group discussed a sub-
theme of Fatigue From Work Volume.  The group discussed how they were often worn 
out by the end of the day which made it more difficult to touch base and try to collaborate 
with other providers. 
 Structural/Building Issues 
 The final theme emerged was Structural/Building Issues.  Within that theme they 
talked about a sub-theme of Layout.  The group agreed that geography within the 
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building was a big issue.  Being in the basement and isolated from other providers was 
seen as a major impediment. 
Focus Group Responses to Research Question Two 
Provider Characteristics   
 The Dental group one dominant theme and two non-dominant themes associated 
with Provider Characteristics.  The dominant theme was Patient Treatment.  The non-
dominant themes were Work Emphasis, Roles, and Provider Overload. 
 Patient Treatment 
 The group identified Patient Treatment as a theme associated with Provider 
Characteristics.  Within that theme they discussed the sub-theme of Advocacy.  They 
noted several ways that they advocate for their patients including educating their patients 
and giving them choices about their health care options.  They also noted that their group 
in conjunction with the social worker made an effort to get their patients insurance 
coverage. 
 Another sub-theme was Respect.  They noted that they strive to be as polite as 
possible and try to treat patients like they are somebody.  One participant noted, 
“My philosophy is treat everybody as if you are treating yourself or want 
somebody else to treat you.” 
 
 Work Emphasis 
 Another theme that emerged was Work Emphasis.  Several sub-themes were 
discussed including Health Outcomes.  They group discussed how the approached dental 
care from a basic health outcome perspective.  One participant said that they focused on 
“…primary dental care, you know, nothing elaborate, we’re not whitening 
teeth…just to get rid of infection, get rid of decay, get rid of pain.” 
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 A second sub-theme was Serving the Underprivileged.  In particular the group 
noted that their focus was on serving the underserved.  It was noted that this emphasis 
made the work more exciting and enriching. 
 Roles 
 Roles was another theme that the group discussed.  Specifically they talked about 
Role of the Front Desk Staff.  It was noted that the front desk is a very loaded area where 
they often have to manage patient frustration and anxiety, but that the staff there is very 
competent in those areas and help to build relationships with patients. 
Provider Overload 
 The final theme within Provider Characteristics was Provider Overload.  Within 
that theme the sib-theme of Fatigue from Work Volume emerged.  Several participants 
noted that they often feel wiped out by the end of the day due to their work volume.  One 
participant stated that at the end of the day she often goes straight to bed. 
Patient Characteristics 
 The Dental group discussed two dominant themes and one non-dominant theme 
concerning Patient Characteristics.  The dominant themes were Underprivileged and 
Mental/Emotional Issues.  The non-dominant theme was Health Care History. 
 Underprivileged 
 The group identified Underprivileged as a significant theme associated with 
Patient Characteristics.  Within that theme they discussed the sub-theme of Patient 
Multiple Issues.  As noted previously, they talked about how their patients tended to be 
low income, minorities, with a limited history of previous health care.  They also said that 
their patients tended to have chaotic lives and often moved and lost phone service.   
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“It’s an unbelievable task to try to find them, their cell phones are turned off, 
they’ve moved, once in a blue moon they’ve gone somewhere for care, but a lot 
of times it’s they just fall through the cracks.” 
 
Another sub-theme was Racial Identity.  While the group noted that many of their 
patients were racial minorities, they stated that it should not make a difference in their 
health care experiences. 
Mental/Emotional Issues 
 A second dominant theme was Mental/Emotional Issues.  The group noted a sub-
theme of Trust and Safety Issues.  Specifically they discussed how patients were often 
anxious when they came in for dental treatments and needed to be comforted. 
 Health Care History 
 Health Care History was another theme that the group discussed.  They noted that 
many of their patients had limited health care in the past which made their current health 
issues more complex and often more difficult to treat.  One participant noted 
“…if you go to the dentist, you get our cleaning every year, every six months, it’s 
pretty relaxing, but if you haven’t had a cleaning in ten years, it’s an assault.”   
 
 Associated with their limited previous health care was a second sub-theme of 
Comfort Level.  The group noted that many of their patients lacked experience and 
comfort with dental procedures and dental tools.  However, they felt that the level of 
service provided at the Center helped patients to increase their comfort with both 
dentistry and medical care in general. 
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Focus Group Responses to Research Question Three 
Family and Community Involvement 
 The Dental group identified one dominant and two non-dominant themes 
associated with Family and Community Involvement.  The dominant theme was 
Referrals.  The non-dominant themes were Work Emphasis and Outreach. 
 Referrals 
 Referrals emerged as a dominant theme concerning Family and Community 
Involvement.  Within this theme the sub-theme of Family and Friends was discussed.  
Specifically the group talked about patients giving referrals to family and friends.  They 
particularly noted this happening in the senior citizen community.  A second sub-theme 
was Impediments to Outreach.  They discussed how they received few referrals form 
outreach programs, and that one of the issues may have been their own limited 
availability to do outreach activities.  While the group agreed that these activities were 
valuable and important, they felt that their busy schedules kept it from happening often. 
 Work Emphasis 
 A second theme that emerged was Work Emphasis.  Within this theme the group 
discussed a sub-theme of Family Health Care.  They discussed how they emphasize 
dental care for the entire family and how this is linked to broader health issues such as 
birth outcomes and diabetes care.  One participant stated 
“you are trying to get their household to have dental care because that is very 
important within their health, you know, within their family health.”    
 
 Outreach 
 The final theme that emerged was Outreach.  A sub-theme of Community 
Referrals was identified.  While they noted earlier that they received few referral from 
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outreach activities or outside facilities, they still saw it as an important part of the 
collaborative process and as a way to improve the health of the community.  
Focus Group Responses to Research Question Four 
Wish List for the Center  
 The Dental group identified three themes on the Wish List for the Center.  All of 
these themes were non-dominant.  They included Communication Systems, Provider 
Interactions, and Outreach. 
Communication Systems 
 Communications was identified as an important area for improvement in the c 
Center.  Within this theme a sub-theme of Technology emerged.  Specifically, one 
participant noted the desire for an instant message system in order to have quick access to 
other providers, especially concerning medically distressed patients. 
 Another sub-theme was Referrals.  They group talked about how they developed 
referral forms for the primary care department to fill to and give to patients, but they said 
that most of the forms ended up in the trash.  Finally, they identified a sub-theme of 
Meetings.  They expressed a desire for more interdisciplinary meetings. 
Provider Interactions 
 Provider Interactions was a second theme that emerged.  Within that theme the 
group discussed Trainings.  As they had noted previously, the dental group had not 
provided any of the inter-department in-service trainings, and they expressed a desire to 
have this opportunity.  A second sub-theme was Better Response from Providers.  They 
expressed frustration with having to wait a long time to hear back from other providers 
on patient concerns and wished for quicker responses. 
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 Outreach 
 The final theme that emerged was Outreach.  They group talked about a sub-
theme of Future Growth.  They talked about their desire to do more outreach, and one 
participant noted that something they want 
“…to collaborate with the new Dean in the dental school is this concept of a 
community dental health worker.” 
 
General Themes Around Levels of Collaboration 
 The group described mostly a referral system in terms of their level of 
collaboration.  They mentioned getting referrals within the Center, as well as patient and 
community referrals.  While collaboration seemed to be strong within the dental group, 
they described little coprovision of care between disciplines.  Some informal consultation 
seemed to occur, but this seemed to be more the exception, than the rule, and participants 
noted issues around lack of response from other providers.   
Comparison to Semi-Structured Questionnaire Responses 
Research Question One – Facilitators and Impediments 
 Factors that Facilitate Collaboration 
 The Dental group was very consistent in their responses across the focus group 
and semi-structured questionnaire responses.  They addressed the same specific themes of 
Communication Systems, Patient Factors, and Structural/Building Issues.  However, they 
particularly emphasized the value of meetings and providers getting to know and see each 
other. 
 Factors that Impede Collaboration 
 In terms of factors that impede collaboration, there was less consensus between 
the two formats.  Many more themes emerged during the focus group discussion, but a 
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common theme was having a lack of responses from other providers.  Some unique 
comments from the questionnaires were difficulty over making judgment calls about 
when to include other providers in treatment decision, having a barrier with behavioral 
health due to privacy issues, and experiencing language barriers with non-English 
speaking patients.  The group discussion in the focus group may have facilitated more 
varied responses from participants.  
Research Question Two – Provider and Patient Characteristics 
 Provider Characteristics 
 Once again, on the issue of Provider Characteristics there were many differences 
between the two formats.  In the questionnaires, some participants noted that it was 
helpful being a woman as they had many woman patients and this commonality seemed 
to benefit their connection with patients.  In addition, one participant noted that as an 
African American provider who lived in North Philadelphia she felt very comfortable 
working with this community.  Other participants noted that either provider 
characteristics did not impact collaboration, or that they were uncertain how to respond. 
 Patient Characteristics 
 In terms of Patient Characteristics, there was some consensus between the two 
formats, but more themes emerged from the focus group discussion.  A common theme 
was the idea that patients may be more comfortable with African American providers 
who look like them.  As with the questionnaire comments on provider characteristics, 
several participants noted that Patient Characteristics did not impact the collaborative 
process, or that they were uncertain how to answer the question. 
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Research Question Three – Family and Community Involvement 
 Once again, the Dental group relied differently on their questionnaires than during 
the focus group.  Many of the responses on the questionnaires regarding Family and 
Community Involvement emphasized frequent family involvement, particular when there 
were serious health concerns.  Family was also seen as important in helping patients 
understand dental care and recommendations.  One consistent comment between the two 
formats was that there was limited involvement with the community.  
Research Question Four – Wish List for the Center 
 Responses also varied between the two formats in terms of their wishes for the 
Center.  One consistent theme was the desire for more meetings.  While this was only a 
non-dominant theme in the focus group, most of the participants noted this desire on the 
questionnaires.  They also noted a desire for greater familiarity between the different 
departments.  Anther unique comment was that while behavioral health and primary care 
met on a regular basis, dental was not included.  Finally, several participants noted the 
desire for a shared record system in order to have easier access to patient information. 
QUANTITATIVE ANALYSIS 
Descriptive Statistics 
Descriptive Statistics of the Outcome Variables 
 Descriptive statistics were run for all of the collaboration outcome variables (time 
1 and time 2) including minimum, maximum, mean, standard deviation, and alpha 
coefficient. (See Table 4.10). 
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Table 4.10: Descriptive Statistics of Outcome Variables at Time1 and Time 2 
 N Minimum Maximum Mean Std. Deviation Alpha
CSCAD Level of 
Collaboration 
      
Time 1 30 7.0 49.0 33.97 10.18 .975 
Time 2 31 21.0 49.0 37.45 7.62 .970 
CSCAD 
Question 8 – 
Satisfaction with 
Decision Making 
      
Time 1 31 1.0 7.0 5.26 1.39  
Time2 31 3.0 7.0 5.35 1.14  
CSCAD 
Question 9 – 
Decisions for 
Patient 
      
Time 1 31 1.0 7.0 5.29 1.37  
Time 2 31 3.0 7.0 5.52 1.18  
Communication 
and Teamwork 
Scale 
      
Time 1 31 15.0 25.0 20.29 2.24 .790 
Time 2 31 14.0 27.0 20.42 2.90 .624 
Interprofessional 
Learning Scale 
      
Time 1 30 13.0 32.0 20.17 5.49 .900 
Time 2 31 12.0 41.0 19.65 6.19 .910 
Interprofessional 
Interaction Scale 
      
Time 1 30 18.0 37.0 23.80 3.90 .825 
Time 2 31 17.0 33.0 24.35 3.48 .867 
Interprofessional 
Relationships 
Scale 
      
Time 1 31 11.0 24.0 17.16 4.15 .837 
Time 2 31 11.0 32.0 16.58 4.30 .889 
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Although the design of this study required that participants fill out the pre/post 
measures consistently within 3 months of participation in the focus group discussions 
some staff did not complete their time 2 measures until up to 8 months following 
baseline.  While a few of the late responses were due to providers leaving the Center and 
requiring numerous attempts to reach them, the reasons for most late responses were less 
clear and may have been due a design flaw in not assessing feasibility issues at the 
Center. Descriptive statistics revealed the following means and reliabilities for the scales 
at time 1 and time 2: CSCAD Level of Collaboration Time 1 (T1) (M = 33.97, alpha = 
0.975) and Time 2 (T2) (M = 37.45, alpha = 0.970); CSCAD Question 8 T1 (M = 5.26) 
and T2 (M = 5.35); CSCAD Question 9 T1 (M = 5.29) and T2 (M = 5.52); 
Communication and Teamwork Scale T1 (M = 20.29, alpha = 0.79) and T2 (M = 20.42, 
alpha = 0.624); Interprofessional Learning Scale T1 (M = 20.17, alpha = 0.90) and T2 (M 
= 19.65, alpha =  0.91); Interprofessional Interaction Scale T1 (M = 23.80, alpha = 
0.825)and T2 (M = 24.35, alpha =  0.867); and Interprofessional Relationship Scale T1 
(M = 17.16, alpha = 0.837) and T2 (M = 16.58, alpha = 0.889).   
 All collaboration scales at time 1 and time 2 demonstrated good reliability with 
Cronbach’s alphas ranging from 0.624 to 0.975.  CSCAD Question 8 and CSCAD 
Question 9 were single item scales, therefore, they did not have alpha coefficients. 
Correlation Analyses 
 Bivariate correlations were conducted for the outcome measures at time 1 and 
time 2.  CSCAD Level of Collaboration – Time 1 was correlated at the p<.05 level with 
the following outcome variables; CSCAD Level of Collaboration – Time 2 (r = .423, p = 
.020) and Interprofessional Relationships Scale - Time 1 (r = -.395, p = .031).  It was also 
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correlated with the following outcome variables at the p<.01 level; CSCAD Question 8 – 
Time 1(r = .782, p = .000) and 2 (r = .546, p = .002), and CSCAD Question 9 – Time 1 (r 
= .766, p = .000) and 2 (r = .563, p = .001).  Similarly, CSCAD Level of Collaboration – 
Time 2 was correlated at the p<.05 level with the following variables; Communication 
and Teamwork Scale – Time 2 (r = -.453, p = .010), Interprofessional Learning Scale – 
Time 2 (r = -.404, p = .024), and Interprofessional Relationships Scale – Time 2 (r = -
.421, p = .018).  It was correlated at the p<.01 level with CSCAD Question 8 – Time 2 (r 
= .901, p = .000) and CSCAD Question 9 – Time 2 (r = .858, p = .000). 
 In addition to the significant correlations already noted, at Time 1 CSCAD 
Question 8 was correlated at the p<.01 with CSCAD Question 9 – Time 1 (r = .949, p = 
.000) and Interprofessional Relationships scale – Time 1 (r = -.485, p = .006).  At Time 2 
CSCAD Question 8 was correlated at the p<.05 level with the Communication and 
Teamwork Scale – Time 2 (r = -.399, p = .026), Interprofessional Learning Scale – Time 
2 (r = -.425, p = .017) , and Interprofessional Relationships Scale – Time 1 (r = -.384, p = 
.044).  It was correlated at the p<.01 level with CSCAD Question 9 – Time 2 (r = .949, p 
= .000), and the Interprofessional Relationships Scale – Time 2 (r = -.485, p = .006).  
CSCAD Question 9 – Time 1 was correlated at the p<.05 level with the Interprofessional 
Relationships Scale – Time 1 (r = -.378, p = .036), in addition to correlations already 
noted.  CSCAD Question 9 – Time 2 was correlated with the Interprofessional 
Relationships Scale – Time 2 (r = -.370, p = .040) at the p<.05 level. 
 The Communication and Teamwork Scale – Time 1 and Time 2 were correlated 
at the p<.05 level (r = .418, p = .019).  Time 2 was correlated at p<.01 with 
Interprofessional Learning Scale – Time 2 (r = .511, p = .003).  The Interprofessional 
 219
Learning Scale – Time 1 and Time 2 were correlated at the p<.05 (r = .372, p = .043).  
Time 2 was correlated with the Interprofessional Relationships Scale – Time 2 at p<.01 (r 
= .637, p = .000).  The Interprofessional Interaction Scale – Time 1 and 2 were correlated 
at p<.01 (r = .597, p = .000).  Finally, the Interprofessional Relationships Scale – Time 1 
and 2 were correlated at p<.01.These correlations suggested that the associations on the 
measures of collaboration were positively and significantly associated related to each 
other, demonstrating good validity of the 5 collaboration measures.  Also, T1 and T2 
responses were often significantly and positively correlated with each other.  
Paired t-Tests 
 Paired t-tests were run to address the following quantitative research question 
from the 5 self-report measures of collaboration (See Appendices D – H) collected at 
baseline and between three to eight months after the focus groups were competed from 
the interdisciplinary staff at the Eleventh Street Family Health Center: 
1. How does participation in focus groups exploring interdisciplinary collaboration 
impact attitudes about collaboration? 
Hypothesis 1: Participation in the focus groups will result in improved scores on 
satisfaction with collaboration on the five measures. 
Rationale 1: The discussion generated by the focus groups was expected to facilitate 
communication, and research has suggested that communication between providers 
facilitates collaboration.  Therefore it was expected that participation in the groups would 
result in improved collaboration.  
 While participants were asked to complete the five self report measures again 
(time 2) three months after baseline, as noted earlier many of the responses came as much 
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as eight months later, which affected the significance of the results.  Response time by 
group was as follows: Nurse Family Partnership responses were between 3 and 6 months; 
Mixed Group responses were between 3 and 8 months; Primary Care One Group 
responses were between 3 and 6 months; Primary Care Two responses were between 3 
and 6 months; Behavioral Health responses were all within 3 months; finally Dental 
responses were all within 3 months.  
 A paired sample t-test two-tailed analysis was run to examine the significant mean 
differences between the time 1 and time 2 responses on the collaboration outcome 
variables (see Table 4.11).   
 
 
Table 4.11: Paired t-tests for Time 1 and Time 2 (N=31) 
 
   Time 1 Time  2  
Variable t df M SD M SD sig 
CSCAD Level 
of Collaboration 
-2.087 29 33.97 10.18 37.70 7.62 .046* 
CSCAD 
Question 8 – 
Satisfaction with 
Decision 
Making 
-.361 30 5.26 1.39 5.35 1.14 .720 
CSCAD 
Question 9 – 
Decisions for 
Patient 
-.839 30 5.29 1.37 5.52 1.18 .408 
Communication 
and Teamwork 
Scale 
-.254 30 20.29 2.24 20.42 2.90 .801 
Interprofessional 
Learning Scale 
.358 29 20.17 5.49 19.73 6.27 .723 
Interprofessional 
Interaction Scale 
-.981 29 23.80 3.90 24.40 3.53 .335 
Interprofessional 
Relationship 
Scale 
.809 29 17.16 4.15 16.58 4.30 .425 
* p< .05  **p<.01  
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 The results revealed  that mean scores on the following collaboration measures 
changed in the expected direction over time, with more collaboration reported at time 2; 
CSCAD Level of Collaboration (t(29) = -2.087, p = .046), CSCAD Question 8 – 
Satisfaction with Decision Making (t(30) = 0.361, p = .720), CSCAD Question 9 – 
Decisions for Patient (t(30) = -0.839, p = .408), Interprofessional Learning Scale (t(29) = 
0.358, p  = .723), and Interprofessional Relationship Scale (t(30) = 0.809, p=0.425. (See 
Table 4.11 for complete results).  However, only the change for the CSCAD Level of 
Collaboration from time 1 to time 2 (after the focus group discussions) was statistically 
significant (p=.046).  The results for the Communication and Teamwork Scale (t(30) = -
0.254, p = .801) and the Interprofessional Interaction Scale (t(29) = -0.981, p = .335) 
were not in the expected direction (less collaboration reported from time 1 to time 2), and 
were not statistically significant. 
One Way Analysis of Variance 
One Way Analysis of Variance of Outcome Variables by Race/Education/Profession 
 A one way analysis of variance (ANOVA) was performed to assess whether or 
not responses on the collaboration outcome variables differed by race of the staff 
member. (See Table 4.12).   
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Table 4.12: One Way Analysis of Variance of Collaboration by Race 
    Race     
 African 
American 
N=8 
Asian 
N=1 
Hispanic 
N=3 
Non-
Hispanic 
White 
N=17 
Native 
American 
N=1 
Other 
N=1 
F Sig. 
 M M M M M M   
CSCAD Level 
of Collaboration 
– Time 1 
24.14 35.00 46.33 34.76 41.00 44.00 3.642* 0.014
CSCAD Level 
of Collaboration 
– Time 2 
34.50 35.00 46.00 36.53 49.00 42.00 1.813 0.147
CSCAD 
Question 8 – 
Satisfaction with 
Decision 
Making – Time 
1 
4.38 5.00 6.33 5.35 6.00 7.00 1.521 0.219
CSCAD 
Question 8 – 
Satisfaction with 
Decision 
Making – Time 
2 
4.75 5.00 6.33 5.35 7.00 6.00 1.505 0.224
CSCAD 
Question 9 – 
Decisions for 
Patient – Time 1 
4.50 5.00 6.33 5.35 6.00 7.00 1.329 0.284
CSCAD 
Question 9 – 
Decisions for 
Patient – Time 2 
4.88 5.00 6.33 5.59 7.00 6.00 1.201 0.338
Communication 
and Teamwork 
Scale – Time 1 
20.13 18.00 19.00 21.00 19.00 17.00 1.325 0.286
Communication 
and Teamwork 
Scale – Time 2 
20.38 18.00 20.00 21.00 21.00 14.00 1.356 0.274
Interprofessional 
Learning Scale – 
Time 1 
22.50 27.00 18.50 19.59 13.00 15.00 1.241 0.321
Interprofessional 
Learning Scale – 
Time 2 
21.38 21.00 17.00 19.76 15.00 15.00 0.426 0.826
Interprofessional 
Interaction Scale 
– Time 1 
23.25 19.00 25.00 23.63 26.00 30.00 0.961 0.461
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Table 4.12: One Way Analysis of Variance of Collaboration by Race 
    Race     
 African 
American 
N=8 
Asian 
N=1 
Hispanic 
N=3 
Non-
Hispanic 
White 
N=17 
Native 
American 
N=1 
Other 
N=1 
F Sig. 
Interprofessional 
Interaction Scale 
– Time 2 
24.13 18.00 26.33 24.65 22.00 24.00 0.983 0.447
Interprofessional 
Relationship 
Scale – Time 1 
20.00 24.00 13.33 16.76 12.00 11.00 3.787* 0.011
Interprofessional 
Relationship 
Scale – Time 2 
19.38 16.00 16.00 15.76 15.00 12.00 1.084 0.393
*p<.05  **p<.01 
 
Results for the CSCAD Level of Collaboration – Time 1 were significant (F(5,24) 
= 3.642, p = 0.014).  Hispanic respondents reported the greatest level of collaboration and 
African Americans reported the lowest level of collaboration.  Results were not 
statistically significant for CSCAD Level of Collaboration – Time 2.  The only other 
significant result was for the Interprofessional Relationships Scale – Time 1 (F(5,25) = 
3.787, p = 0.011).  Asian respondents reported the most negative views of 
interprofessional relationships collaboration and respondents who identified themselves 
as Other reported the most positive views of interprofessional relationship collaboration. 
One Way Analysis of Variance of Outcome Variables by Education 
 A one way analysis of variance was performed to assess whether or not responses 
on the outcome variables varied by level of education. (See Table 4.13). 
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Table 4.13: One Way Analysis of Variance for Outcome Variables by Education 
 Education 
 High 
School 
N=1 
Some 
College 
N=4 
Bachelors 
Degree 
N=4 
Some 
Graduate 
School 
N=3 
Graduate 
Degree 
N=19 
F Sig. 
 M M M M M   
CSCAD Level 
of Collaboration 
– Time 1 
 
25.00 22.33 35.50 22.33 37.79 4.038* 0.012
CSCAD Level 
of Collaboration 
– Time 2 
 
37.00 31.00 36.50 40.00 38.63 0.921 0.466
CSCAD 
Question 8 – 
Satisfaction with 
Decision 
Making – Time 
1 
 
6.00 4.50 5.25 3.00 5.74 4.128** 0.010
CSCAD 
Question 8 – 
Satisfaction with 
Decision 
Making – Time 
2 
 
5.00 4.00 5.25 5.33 5.68 2.108 0.109
CSCAD 
Question 9 – 
Decisions for 
Patient – Time 1 
 
6.00 4.25 5.75 3.00 5.74 5.253** 0.003
CSCAD 
Question 9 – 
Decisions for 
Patient – Time 2 
 
6.00 4.00 5.50 5.67 5.79 2.302 0.085
Communication 
and Teamwork 
Scale – Time 1 
 
18.00 21.75 21.25 20.33 19.89 1.022 0.414
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Table 4.13: One Way Analysis of Variance for Outcome Variables by Education 
 Education 
 High 
School 
N=1 
Some 
College 
N=4 
Bachelors 
Degree 
N=4 
Some 
Graduate 
School 
N=3 
Graduate 
Degree 
N=19 
F Sig. 
Communication 
and Teamwork 
Scale – Time 2 
 
19.00 21.25 21.25 20.33 20.16 0.237 0.915
Interprofessional 
Learning Scale – 
Time 1 
 
27.00 21.25 20.50 14.00 20.50 1.486 0.236
Interprofessional 
Learning Scale – 
Time 2 
 
29.00 21.75 18.50 22.33 18.53 1.021 0.415
Interprofessional 
Interaction Scale 
– Time 1 
 
26.00 23.50 24.67 23.00 23.74 0.137 0.967
Interprofessional 
Interaction Scale 
– Time 2 
 
25.00 24.50 24.00 26.67 24.35 0.367 0.830
Interprofessional 
Relationship 
Scale – Time 1 
21.00 20.50 20.50 19.33 15.21 3.798* 0.015
Interprofessional 
Relationship 
Scale – Time 2 
19.00 20.75 19.00 19.33 14.63 3.499* 0.021
*p<.05 **p<.01 
 
  
Results were significant for CSCAD Level of Collaboration – Time 1 (F(4,25) = 
4.038, p = .012).  Those with a graduate degree reported the greatest level of 
collaboration, while those some college and some graduate school reported the lowest 
levels of collaboration.  The CSCAD Question 8 – Satisfaction with Decision Making - 
Time1 was also significant (F(4,26) = 4.128, p = .010).  Those with some graduate school 
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reported the greatest satisfaction with decision making, and those with high school 
reported the lowest satisfaction with decision making.  Another significant finding was 
on CSCAD Question 9 – Decisions for the Patient – Time1 (F(4,26) = 5.253, p = .003), 
with those with some graduate school reporting the greatest satisfaction with decisions 
for the patient, and those with high school reporting the lowest satisfaction with decisions 
for the patient.   
 The Interprofessional Relationships Scale – Time 1 was also significant (F(4,26) 
= 3.798, p = .015).  Those with a graduate degree expressed the most positive views of 
interprofessional relationships, while those with some graduate school expressed the most 
negative views of interprofessional relationships.  Finally, results for the Interprofessional 
Relationships Scale – Time 2 were significant (F(4,26) = 3.499, p = .021).  Respondents 
with a graduate degree had the most positive views of interprofessional relationships, 
while those with either a high school degree or bachelor’s degree had the most negative 
views of interprofessional relationships.   
One Way Analysis of Variance of Outcome Variables by Profession 
 A one way analysis of variance was performed to assess whether or not responses 
on the outcome variables varied by profession. (See Table 4.14).
  
 
 
Table 4.14: One Way Analysis of Variance for Outcome Variables by Profession 
 Profession 
 Admin 
N=3 
Primary 
Care 
N=7 
Dental 
Care 
N=6 
Beh 
Health 
N=7 
Health 
Educator 
N=6 
Physical 
Therapy 
N=1 
F Sig. 
 M M M M M M   
CSCAD Level of Collaboration – 
Time 1 
 
44.33 39.71 24.83 29.86 35.17 39.00 3.219* .023
CSCAD Level of Collaboration – 
Time 2 
 
44.33 41.00 31.17 33.00 40.00 42.00 3.188* .023
CSCAD Question 8 – Satisfaction 
with Decision Making – Time 1 
 
7.00 5.50 5.17 4.71 4.83 5.00 1.424 .250
CSCAD Question 8 – Satisfaction 
with Decision Making – Time 2 
 
6.67 5.88 4.17 4.86 5.67 6.00 4.505** .005
CSCAD Question 9 – Decisions 
for Patient – Time 1 
 
7.00 5.50 5.17 4.86 4.83 5.00 1.332 .283
CSCAD Question 9 – Decisions 
for Patient – Time 2 
 
6.67 6.25 4.33 4.86 5.83 6.00 4.849** .003
Communication and Teamwork 
Scale – Time 1 
 
18.33 20.63 20.50 20.71 19.67 23.00 .930 .478
  
Table 4.14: One Way Analysis of Variance for Outcome Variables by Profession 
 Profession 
 Admin 
N=3 
Primary 
Care 
N=7 
Dental 
Care 
N=6 
Beh 
Health 
N=7 
Health 
Educator 
N=6 
Physical 
Therapy 
N=1 
F Sig. 
Communication and Teamwork 
Scale – Time 2 
 
18.00 20.00 21.67 21.14 20.50 18.00 .886 .505
Interprofessional Learning Scale 
– Time 1 
 
17.00 19.88 21.17 23.43 17.33 17.00 1.071 .401
Interprofessional Learning Scale 
– Time 2 
 
15.33 18.00 23.83 19.14 21.00 16.00 1.110 .380
Interprofessional Interaction Scale 
– Time 1 
 
23.00 24.50 24.00 22.14 25.00 25.00 .400 .844
Interprofessional Interaction Scale 
– Time 2 
 
23.00 23.63 23.83 23.71 26.50 29.00 1.059 .406
Interprofessional Relationship 
Scale – Time 1 
11.67 17.38 19.17 17.43 18.00 13.00 1.808 .148
Interprofessional Relationship 
Scale – Time 2 
12.00 15.88 18.33 15.43 20.17 12.00 2.672* .046
*p<.05, **p<.01 
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Results were significant for CSCAD Level of Collaboration – Time 1 (F(5,24) = 
3.219, p = .023) and for Time 2 (F(5,25) = 3.188, p = .023).  The CSCAD Question 8 – 
Satisfaction with Decision Making – Time2 was also significant (F(5,25) = 4.505, p = 
.005).  Another significant finding was on CSCAD Question 9 – Decisions for the Patient 
– Time2 (F(5,25) = 4.849, p = .003).  Finally, results for the Interprofessional 
Relationships Scale – Time 2 were significant (F(5,25) = 2.672, p = .046).  In all cases 
Administration reported the most positive views on collaboration and Dental reported the 
least positive views.   
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CHAPTER 5: DISCUSSION 
The Biopsychosocial (Engel, 1977), Ecological (Bronfenbrenner, 1979), and 
Feminist theoretical (Ballou et al., 2002) perspectives informed the design of this 
longitudinal mixed-methods study to investigate collaboration among a transdisciplinary 
health care team at The Eleventh Street Family Health Services of Drexel University in 
Philadelphia. This study was designed to address the following three aims: (1) To explore 
the facilitators and barriers to interdisciplinary collaboration (2) To explore how provider 
and patient characteristics affect the collaborative process when serving an 
underprivileged population; and (3) To understand the collaborative process from the 
perspectives of all members of the healthcare team examining staff’s emphasis on family 
and community involvement in the collaborative process.   
Aim One – Examining Factors that Facilitate and Impede Collaboration 
The first aim of the study was explored through the focus group discussions and 
self report semi-structured questionnaires.  The findings from the focus groups were 
consistent with the extant research in many respects.  Studies by Gerdes et al. (2001) and 
Todahl et al. (2006) both found that relationships between multidisciplinary providers 
were essential to the success of CC.  Similarly, most focus group participants identified 
the themes of Communication Systems and Provider Interactions as important factors that 
facilitated collaboration.  Furthermore, there was consensus between the disciplines with 
four of the six groups identifying both of these dominant themes.  Within these themes, 
participants stressed the value of regular contact between providers both in formal and 
informal ways, and the need for mutual respect and understanding.  Numerous 
participants also expressed a preference for face to face contact, consistent with Miller et 
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al.’s (2004) findings which found that collaboration was optimal when conducted in 
person rather than via telephone or email.  These findings were also consistent with 
Engel’s (1977) emphasis on interdisciplinary relationships as an essential element to 
comprehensive patient care. 
Another major theme that emerged from the focus groups was Structural/Building 
Issues.  Being collocated and having easy access to other providers was viewed as an 
important facilitator of collaboration for both providers and underprivileged patients.  
These findings corroborate previous studies by Baker et al. (2008), Felker et al. (2004), 
Guck et al. (2007), and Miller et al. (2004).  In particular Guck et al. (2007) found that 
collocated services were especially important when serving underprivileged patients.  
Focus group participants also discussed how patient factors affected their collaborative 
process.  Again, there was a great deal of consensus with all six groups discussing this 
major theme.  They noted that their patients tended to be underprivileged, making 
collocated services and offering transportation services a key to collaboration and 
culturally sensitive treatment.  
In contrast, Shared Vision was a theme that only the Nurse Family Partnership 
Group, Mixed Group, and Primary Care One endorsed.  Primary Care Two, Behavioral 
Health and Dental did not discuss this theme.  The three groups that did discuss this 
theme focused on the value of having shared goals and working in a team atmosphere.  In 
particular, several participants noted the importance of being guided by upper 
management’s vision, which was consistent with Foster-Fishman et al.’s (1999) findings 
that administrative and management support of collaboration was the strongest predictor 
of collaborative success.   
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As for the three groups (Primary Care Two, Behavioral Health, and Dental) that 
did not address this theme, this discrepancy may reflect the status of the groups within the 
Center.  McDaniel et al. (1994) suggested that issues with hierarchy can impede 
collaboration.  Specifically, Behavioral Health and Dental expressed some indications of 
being marginalized through concerns about their location within the center, being left out 
of meetings, and taking second place to primary care.  These two groups may not have 
discussed Shared Vision as an important facilitator of collaboration due to feeling 
marginalized within the Center.  Primary Care Two, however, also did not endorse this 
theme of Shared Vision.  In contrast to Primary Care One, where five out of the seven 
participants were in more upper level professional positions, Primary Care Two was 
comprised of four support staff (out of 6 total in that group).  Primary Care Two may 
have also represented participants with less status in the Center; therefore, they may not 
have actively endorsed the idea of a shared vision.   
While status may partially explain these different responses across the 6 groups, it 
does not give the complete picture.  The Nurse Family Partnership group discussed 
Shared Vision as a theme despite being home based providers with less contact with the 
other providers at the Center.  Therefore, other issues not uncovered may also have 
shaped these results.  Bronfenbrenner’s Ecological Theory (1979) helped to inform the 
understanding of the interactions at the Center.  Specifically, recognizing the different 
types of systems within the  Center such as different disciplines and also different types 
of providers within and across disciplines, helped to clarify the findings.  While the 
administrative system was very influential in shaping the vision of the Center, different 
groups/systems within the Center experienced this vision differently, with some groups 
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such as Behavioral Health, Dental, Primary Care Two, and support staff being less vocal 
about their participation and buy in to the vision.  
In terms of factors that impeded collaboration, again there was a great deal of 
consensus between the six focus groups.  All six of the groups identified a dominant 
theme of Patient Factors as a potential impediment to collaboration.  While this major 
theme was also seen to facilitate collaboration, participants additionally noted that their 
patients tended to have multiple issues such as low socioeconomic status, poor health 
care history, chaotic lives, and racial minority status which often interfered with their 
health care.  Using the Feminist Ecological lens (Ballou et al., 2002) confirmed that these 
were crucial contextual variables for the staff at the Center to be noticing.   
These findings are also consistent with research conducted by Cummings and 
Jackson (2008) who found health disparities must be examined at the intersection of race, 
gender, and socioeconomic status, and that people of color are still disadvantaged as 
compared to their White counterparts even after factors such as income and education 
were controlled.  Participants also noted that patients were often non-compliant with 
treatment recommendations which impeded their work.  These results were not surprising 
considering research by Breland-Noble et al. (2006) which suggested that African 
Americans often received biased care in health care settings and did not always trust and 
fully engage in the medical system.  Therefore, racial and ethnic minority patients may 
approach health care with mistrust, which is supported by Whaley’s (2001) report that 
mistrust is pervasive across many domains of functioning for African Americans, 
including mistrust of the medical and mental health care systems.   
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Another dominant theme that emerged as both a facilitator and a barrier was 
Provider Interactions.  While these interactions are key to successful collaboration, five 
of the six groups noted that they experienced some difficult interactions that impeded the 
collaborative process.  Specifically, some staff noted the lack of follow through between 
providers and not always regularly communicating about problems as salient 
collaborative issues that needed to be resolved at the Center.   
As stated before, Biopsychosocial Theory (Engel, 1977) and prior research have 
shown that the quality of relationships between interdisciplinary providers is a key 
element to successfully collaborative care (Gerdes et al., 2001; Miller et al., 2004; Todahl 
et al., 2006). The focus group participants seemed to be attuned to this key element and 
clearly noted a negative effect on their collaboration when interactions between them did 
not go well.  In particular, numerous participants noted some tension between the primary 
care and behavioral health departments.  Specific issues ranged from behavioral health’s 
view that primary care did not seem to value their inter-departmental meetings, to the 
primary care’s perception of a condescending attitude from the behavioral health 
department.  While the participants also discussed efforts currently being made to 
improve their communication and relationships, they clearly noted that these tensions did 
at times interfere with their ability to collaborate on shared cases. 
The volume of work at the Center also emerged as a salient barrier to 
collaboration as five of the six groups identified this dominant theme.  While they noted a 
strong desire to collaborate with each other, the volume of patients and amount of 
paperwork often got in the way of face to face meetings about shared cases.  Many 
participants found it difficult to accomplish their basic daily tasks, let alone, connect with 
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other providers; and when they were able to connect, the limited amount of time they had 
made it difficult to talk about everything that needed to be addressed.   
This contributed to another salient issue that was discussed; Provider Overload.  
Many participants noted that they felt fatigued and drained.  Several key issues emerged, 
namely the tension between being an innovative center, and being stretched too thin.  It 
was noted that as the Center continues to offer new programs and adds new providers, the 
other providers were starting to become fatigued.  While some participants discussed the 
value of adding new programs and how it related to their transdisciplinary model, others 
felt that the Center needed to focus on strengthening their existing programs and slow 
down. Several groups, however, addressed these issues through self-care, and recognized 
that they must apply their holistic approach to health care not only to their patients, but 
also to themselves.  Overall staff seemed attuned to their own needs and were proactive 
and very open in discussing the challenges that they faced at the Center. 
Another salient barrier was Structural/Building Issues.  While the collocation was 
highly valued by the different groups of providers, five out of the six groups discussed 
how the building layout and proximity to other providers impeded collaboration.  In 
particular, groups located in the basement tended to feel isolated and one participant 
referred to herself as being “trapped” in the basement.  Likewise, groups such as the 
nurse family partnership who spent relatively less time working in the building felt they 
had difficulty connecting with other providers simply due to their limited time to interact.  
While collocation itself has been helpful to the collaborative process, not having easy 
access to the other providers was still discussed as a barrier.  Todahl et al. (2006) found 
that easy access to providers was a key predictor of collaborative success and Miller et al. 
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(2004) noted that face to face collaboration was most effective with providers meeting 
patients together during scheduled appointments.  Participants in the current study 
seemed to strongly agree with these previous findings and wanted more time for face to 
face interactions to discuss shared cases and improve their collaboration with each other. 
Another identified barrier was the lack of a shared record/chart system.  Within 
two of the focus group discussions, this emerged as an impediment to more integrated 
and seamless collaboration.  Other non-dominant themes were productivity issues and 
philosophical/model differences between disciplines.  In terms of productivity, several 
participants noted that taking the time to collaborate did not generate numbers or revenue.  
The participants expressed a tension between the need to generate income and 
productivity concerns and the desire to provide optimal collaborative care.   
In terms of philosophical/model issues, several noteworthy issues emerged.  One 
group noted that different cancellation policies between the departments interfered with 
collaboration.  Another issue that arose was tension over referral policies.  Specifically, 
the behavioral health department noted that they often had to close their waiting list due 
to full patient loads, which caused frustration for other disciplines within the Center who 
wanted their patients to have behavioral health services.  They saw these issues, however, 
currently improving as the different disciplines gained a better understanding of each 
other. 
Aim Two – Explore How Provider and Patient Characteristics Impact the 
Collaborative Process When Serving an Underprivileged Population 
 The second aim was also explored directly through the focus groups and self 
report semi-structured questionnaires.  While discussing provider characteristics, all six 
of the focus groups identified Patient Treatment as an important part of who they were as 
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providers.  Specifically, they noted that they tended to advocate for their patients and 
were concerned with providing them with the best care possible.  They recognized that 
their patients often approached health care with anxiety and mistrust, therefore, they saw 
comforting and connecting with their patients as an essential part of the process, which is 
consistent with Engel’s (1977) emphasis on relationships in health care.  This is related to 
another theme that two of the six groups discussed; Shared Vision.  They discussed how 
one of their characteristics as providers was having a shared vision and way of 
approaching health care that guided all of their actions.  This was consistent with findings 
by Foster-Fishman et al. (1999) regarding the importance of a guiding vision.   
 When asked about how their own personal characteristics such as race, age, and 
gender affected and shaped the collaborative process, however, most providers stated that 
these characteristics did not affect the process.  Despite research findings that suggest the 
presence of provider bias in health care delivery when working with ethnic and racial 
minorities (Breland-Noble et al., 2006), most participants in this study did not recognize 
how these contextual variables could be affecting their interactions with patients at the 
Center.  Feminist Ecological Theory (Ballou et al., 2006) suggests that interactions and 
systems cannot be fully understood without attending to these key variables, therefore the 
participants did not seem to be fully aware or focused on exploring these issues in their 
patient care.   
 Some participants, however, noted that they attended to these contextual issues 
and discussed their patients’ comfort with providers of different races or genders.  It was 
mentioned that at times patients wanted to change providers.  These requested staff 
changes were generally attributed to personality differences between patients and 
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providers, and the reactions of providers was to not ask questions and to not judge this 
choice, rather than to probe about what these choices were about and if there were 
underlying contextual issues to address.  While the reason for patients request for changes 
in providers remains unclear, previous research findings suggest that looking at how 
provider characteristics affect these decisions may be important to understanding these 
patterns (Breland-Noble et al., 2006). 
 Likewise, when asked directly about how patient characteristics could shape their 
collaborative process, most participants stated that they did not or should not impact the 
process.  Other statements from some participants, however, recognized the multiple 
issues that their underprivileged patients face implying that on some level they did 
recognize the impact of these characteristics.  Some participants seemed to be asserting 
that they were not biased in their care, and tried to provide equal care regardless of 
characteristics such as race, ethnicity, SES, and gender, implying that they treat every 
patient the same way.   
 Research on models of care for ethnic and racial minority populations suggests 
that racial and cultural differences must be directly attended to in order to provide 
optimal and culturally sensitive care (Grames, 2006; Willerton et al., 2008).  In addition, 
research has found that patients respond to illness and treatment differently depending on 
their cultures (Chesla et al., 2003; Lobato et al., 2005), therefore, treating everyone the 
same does not adequately address the current racial and ethnic health disparities in the 
United States.   Considering the research findings documenting poorer health outcomes 
for underprivileged populations (Breland-Noble et al., 2006; Cummings & Jackson, 
2008; Willerton et al., 2008), and the impact of racism on specific health measures such 
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as birth outcomes (Dominguez et al., 2008), directly attending to these contextual 
variables may be a means to optimally address the current health disparities and enrich 
the collaborative process at the Center.   
 Several participants also noted that they served a homogeneous underprivileged 
population at the Center which contributed to a shared understanding on patient issues.  
Patients were seen as sharing common experiences of exposure to trauma and violence, 
with many of them having chronic health conditions.  Understanding these shared 
conditions often aided providers in planning for the best care and services for their 
patients.  As several providers noted, however, despite these similarities, their patients 
did represent a diverse population, and even a single household could represent a wide 
range of perspectives and experiences.    
 The most consistent theme that emerged regarding patient characteristics was 
Mental/Emotional Issues as all six of the focus groups identified this dominant theme.  
They noted that their patients were often confused and anxious.  Despite the majority of 
participants stating that patient characteristics such as race and class did not affect the 
collaborative process, several participants explicitly noted that there were many trust 
issues to overcome around predominantly White providers serving a predominately low-
income African American community.     
 Overall the participants were less expressive in their comments regarding provider 
and patient characteristics compared to their comments on the other focus group 
questions.  Additionally, the responses seemed to differ somewhat by discipline, with 
those providers with a behavioral health background and few select others attending more 
closely to salient patient and provider contextual variables, suggesting that previous 
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cultural sensitivity education and training differences could have affected participant’s 
conceptualization and responses to these questions.      
Aim Three –Understand the collaborative process from the perspective of all 
members of the healthcare team and to explore the emphasis on family and 
community involvement in the process. 
The first part of the third aim of hearing voices of all members of the health care 
team was addressed by including all staff members in this study, including administrative 
and support staff.  The value of this approach was supported by participants identifying a 
dominant theme of Provider Roles.  In particular, numerous participants noted the 
important role front line support staff played in hearing patient concerns.  They stated 
that front line providers often heard things that the medical staff did not, and were key in 
hearing and disseminating important client information.  Including these voices was an 
essential aspect of the research design as it addressed a major gap in the current research 
literature.  Despite this explicit emphasis, many of the support staff seemed to play a 
minor role in the research process.   
Active participation in the focus groups tended to be dominated by the 
professional staff and/or department leaders.  While support staff were encouraged to 
fully participate and asked to respond to all questions, many of them were quiet during 
the focus group discussions and tended to echo the responses of the other participants.  
This dynamic was also mirrored in the time two responses to the quantitative portion of 
the study.  At time 2, 31 out of the original 39 participants filled out the measures a 
second time.  Out of the eight participants that did not respond at time 2, all but one of 
them were racial or ethnic minorities, and all of them were support staff.  This finding 
represents an area of concern where those with less power and privilege tended to be 
quieter and consequently not heard.  However, despite the lack of verbal responses from 
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these minority support staff participants, one could assert that their silence and less active 
participation were communicating their views regarding their position and role.  Due to 
their marginalized professional and racial status they may have felt less empowered to 
participate in this research study and may not have believed that their voices mattered or 
would be heard.  Their silence suggests that providers with less power and privilege may 
not feel valued or heard at the Center.  As Feminist Ecological Theory suggests (Ballou et 
al, 2002) attending to issues of power and privilege are essential in understanding how 
people and systems interact.  The results of this study suggest that issues of power and 
privilege could be silencing ethnic and racial minority staff members in the front line 
staff position.    
Despite this limitation, the voices of other support staff members did add valuable 
contributions to the discussions.  Many of the comments about the key role of the front 
desk staff came from those staff members themselves.  In addition, another sub-theme 
that several support staff discussed was the issue of hierarchy within the Center.  While 
one participant noted that there was generally a flattened hierarchy at the Center, several 
others noted that students, volunteers, and younger staff members were often undervalued 
at the Center.  While these comments may represent an area that needs future attention, it 
is valuable feedback from members of the process who are not often heard.  Also, the fact 
that these participants felt comfortable expressing these concerns in an open forum 
suggests a level of trust, safety, and respect throughout the Center.  Many of these 
comments were made during the focus groups in front of diverse providers, including the 
higher level administrators.  This shows an impressive dynamic at the Center where 
providers felt comfortable and safe openly expressing themselves.  
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The second part of the third aim was directly addressed through the focus groups 
and semi-structured self-report questionnaires.  A theme that three of the groups 
discussed was Patient Centered.  Many participants noted that their work is focused 
primarily on the patient and that the inclusion of family or community support is only 
sporadically occurring, if the patient first requests it.  This trend was pervasive; however, 
several pediatric health care providers noted that partnering with the family was an 
integral part of their process.  Family involvement also tended to be initiated by the 
patient rather than through providers actively seeking their inclusion.  Family as a Tool 
also emerged as a theme as four of six groups discussed the value of family involvement 
when there were language barriers and/or issues with non-compliance.  In these types of 
cases family were seen as a beneficial part of the process.  One group, the nurse family 
partnership, noted that family involvement was counter to their practice model which was 
provider-patient centered. 
A similar trend emerged with community involvement, with most providers 
noting little active inclusion of the broader community in treatment other than receiving 
community referrals.  One participant noted that their intense focus on patient care was 
moving them away from their original community focus.  Partnering with the community 
had been the driving force behind the initial development of the Center, but responses 
from the participants seemed to indicate that the systemic community-partnership 
emphasis had shifted towards a more linear provider-patient focus.   
Biopsychosocial theory (Engel, 1977) stresses the interconnections between 
systems such as patient, providers, family, and community and the need to include all 
these system levels in patient care.  In addition, research on the interconnections between 
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interpersonal relationships and health strongly support their reciprocal impact on each 
other.  Health issues in one family member were found to significantly impact other 
relationships ranging from spouses (Benazon & Coyne, 2000; Hickey et al., 2005), to the 
entire family (Hickey et al., 2005), to siblings (Lobato et al., 2005; Sharpe & Rossiter, 
2002).  In addition, family involvement in illness management tended to have a more 
positive impact on health outcomes (Campbell, 2003; Chesla et al., 2003; Clabby & 
Howarth, 2007; McDaniel et al., 2001; Preece & Sandberg, 2005).  Despite these strong 
research findings that support family and community involvement in medical care, the 
Center reported little direct family or community involvement in their health care 
practices.  Participants, however, reported positive feedback from the patients and 
community on the quality of care they received at the Center, and emphasized fostering a 
close personal connection to their patients.  The Center seems to excel at forming these 
bonds with the community they serve and inclusion of a more relational and systemic 
family and community focus may further enrich the process. 
Quantitative Analysis 
 While the study was primarily qualitative, an embedded quantitative component 
was included to both track changes over time and to provide a comparison to the 
qualitative findings.  Descriptive statistics on the collaboration outcome variables 
provided information on the means, minimums, maximums, standards deviations, and 
reliability of the five self report measures on collaboration.  All collaboration measures 
demonstrated good reliability, ranging from .624 to .975.  Correlational analyses also 
indicated that these 5 measures tended to be positively associated with each other, 
indicating good validity and measurement of the construct of collaboration in this sample. 
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Paired t-tests were performed to assess for any significant changes in responses 
between T1 and T2 to evaluate if participating in the same discipline focus group 
discussion changed staff members’ views about their collaboration. Mean scores on the 
CSCAD Level of Collaboration were 33.97 at T1 and 37.45 at T2.  Scores on this 
measure of collaboration showed the only statistically significant difference in the 
outcome variables from T1 and T2, with a significance of p=.046.  These scores indicated 
participants reported moderate to more positive levels of collaboration over time.   
CSCAD Question 8 had a mean score of 5.26 at T1 and 5.35 at T2, demonstrating 
relatively high levels of satisfaction with decision making but no change over time.  
CSCAD Question 9 had a mean of 5.29 at T1 and 5.52 at T2, again indicating high 
satisfaction with decisions for patients and no change over time.  On the Communication 
and Teamwork Scale – T1 the mean score was 20.29, a score on the boundary between 
positive and neutral views of communication and teamwork (positive scores from 9-20) 
and neutral views (neutral scores from 21-25).  At T2 the score was 20.42, a non-
significant change towards a more neutral response.  On the Interprofessional Learning 
Scale – T1 the mean score was 20.17, indicating a positive view of interprofessional 
learning (positive scores from 9-22).  At T2 the mean was 19.73, a non-significant 
improvement in views.  The mean on the Interprofessional Interaction Scale-T1 was 
23.80, indicating a neutral view on interprofessional interaction (neutral scores from 23-
31), and at T2 the mean was 24.40, a non-significant shift.  Finally, on the 
Interprofessional Relationships Scale the mean was 17.16 at T1 and 16.58 at T2, showing 
positive views of interprofessional relationships at both times, with a non-significant shift 
towards more positive views at T2. 
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 While overall participants reported positive on collaboration during the focus 
groups and in their self-report semi-structured questionnaire, the mean scores on four out 
of the five quantitative measures of collaboration were between positive and neutral 
views on different aspects of collaboration, with the exception of the Interprofessional 
Relationships scale, CSCAD Question 8, and CSCAD Question 9 which showed more 
strongly positive responses.  Also, responses tended to show a wide range between the 
minimum and maximum scores, indicating diverse views of collaboration at the Center 
between the participants. 
 Variance in responses to the collaboration measures at time 1 and time 2 were 
then explored by conducting an ANOVA analysis by race, education, and profession.  
The results showed significant differences in responses according to all of these provider 
contextual variables.  In terms of race, responses were significantly different by race for 
CSCAD Level of Collaboration – T1 and the Interprofessional Relationships Scale – T1 
(IRS).  On both scales the participant in the Other category reported the most positive 
scores on level of collaboration and interprofessional relationships, and African 
American staff showed the least positive scores on views of collaboration. However, 
these results were difficult to interpret with a small sample size and 17 out of the 31 
participants being non-Hispanic Whites, and 8 being African American.  Despite this 
sample size limitation, the results suggested that the African American staff, in particular 
seemed to have less positive views on collaboration.    
In terms of education, CSCAD Level of Collaboration – T1, CSCAD Question 8 
– T1, CSCAD Question 9 – T1, IRS – T1, and IRS – T2 showed significant differences 
by participants’ levels of education.  Participants with graduate degrees tended to report 
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the most positive scores on collaboration while those with either some college or some 
graduate school often reported the lowest scores.  Again, these results were difficult to 
interpret with a small sample size and 19 out of the 31 participants holding graduate 
degrees, and only four or fewer respondents in the other categories.  
Interestingly, the ANOVA by profession showed the most significant results, with 
behavioral health, dental and health educators (a group largely comprised of the nurse 
family partnership providers) consistently demonstrating the least positive scores on the 
collaboration measures.  These results mirrored some of the qualitative findings that 
suggested that these groups experienced marginalized positions within the Center.  Also, 
in contrast to the other three groups (mixed, primary care one, and primary care two), in 
the behavioral health, dental, and the nurse family partnership groups, all but one staff 
member completed both the T1 and T2 measures, perhaps indicating a greater desire to 
be heard and more investment in the research study.  
Limitations 
 This study had a number of limitations that may have affected the findings.  The 
small sample size limits the generalizability of the results.  The study was also limited by 
a number of unanticipated procedural issues.  Several of these related to the focus group 
discussions.  Due to time constraints during the six focus groups not all of the questions 
were fully addressed in every focus group, which may have contributed to differences in 
responses between the 6 groups.  Also, while the primary facilitator was the same in 
every focus group, different moderators were used which may have affected the focus 
group discussion and format.  While the focus groups were scheduled during participants’ 
lunch breaks to minimize disruption to the work day, both the Primary Care One and 
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Primary Care Two groups arrived to the focus group approximately 25 minutes late 
which may have indicated a feasibility issue with the research design.  Finally, the 
instructions on the self report measures did not clearly state that responses should pertain 
specifically to their current experiences at the 11th Street Center, and several participants 
noted that they thought the questions were about their experiences in general. 
 The study was also limited in a number of ways by participant involvement.  As 
noted previously, several of the groups arrived substantially late to the focus groups, 
which may have been a feasibility issue, or may have indicated their level of investment 
in the process.  A number of the participants noted that the research study was frustrating 
and time consuming.  These feelings may have contributed to the lack of response and 
lateness in responding to T2 data collection.  While the design specified collecting T2 
data 3 months following the completion of the focus groups, response times ranged from 
3 to 8 months.  The PI sent numerous emails, dropped off hard copies of the measures on 
several occasions, and attended a quarterly staff meeting to remind participants to send in 
their T2 data, but nearly a quarter of the sample never returned the second set of 
measures.  All of the participants who dropped out at time 2 were support staff, most of 
whom were African American and female and 6 out of the 8 were from the primary care 
groups.  Due to the attrition, the voices of the support staff were not well represented in 
the final quantitative results, which was one of the primary aims of this study. 
 Finally, the PI’s own personal bias may have been a limitation.  As a couple and 
family therapist my bias is to focus on relational and contextual issues.  Assessing how 
contextual variables affect the collaborative process and the level of involvement of 
family and community members were key aspects of the research design, however, they 
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were also issues that the PI is drawn to from her own training and beliefs about effective 
collaborative care.  Therefore, these issues may have been more salient to the research 
team than to the participants in this study.  In addition, the PI’s own family of origin 
experiences of not having these issues attended to may have contributed to a particular 
focus on these issues.   
   Additionally, the PI’s identity as a White, middle class heterosexual woman may 
have impacted both how she performed the research and how the results were interpreted 
and coded.  Additionally, time constraints made it difficult to thoroughly address all of 
the focus group questions.  Therefore in an effort to address all of the questions, there 
was limited effort to further explore and probe participant responses.  As a person of 
privilege, issues of time and organization may have been more salient to the PI than 
following up with participant comments about culture, race, and privilege.     
Future Research 
 While the findings from this study provided valuable insights about the 
collaborative process at this site specifically, and about collaborative care in general, 
many more research questions have yet to be answered.  One aim of this study was to 
explore how collaboration works when serving an underprivileged population.  Future 
research can enrich these findings by comparing the process at this site to other sites 
serving similarly diverse patient populations.  This type of future research could help to 
further elucidate how collaboration and treatment outcomes differ depending on changes 
in the provider and patient populations.  
 Additionally, while this research explored the perspective of the health care 
providers, exploring the perspective of the patients and families could enrich our 
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understanding of collaborative care and how to address health disparities from a more 
systemic perspective.  Just as this study was designed to hear the voices of all health care 
providers, future research needs to hear and validate the patients’ and family members’ 
voices, particular those in underprivileged communities.  Finally, as noted previously, 
many of the support staff participated less actively in the focus group discussions and 
disproportionately dropped out of the T2 follow up.  Therefore, ongoing research needs 
to continue to look for ways to hear and validate the voices of these invaluable staff 
members of the health care community.        
    Recommendations for Providers 
 According to Doherty (1995) interdisciplinary collaboration is ethical, effective, 
resource-conserving, and culturally sensitive for underprivileged populations.  Doherty 
(1995) proposed a model of 5 different levels of collaboration.  Level one or minimal 
collaboration refers to most private practices and agencies where mental health and other 
healthcare professionals work in separate facilities, have separate systems, and rarely 
communicate about shared cases.  Level two or basic collaboration at a distance refers to 
providers who have separate systems at separate sites but do engage in periodic 
communication about shared patients, through telephone calls and letters.  They tend to 
view each other as resources but operate in their own systems, with little sharing of 
responsibility and little understanding of each other’s cultures.  
 Level three collaboration refers to basic on-site collaboration where mental health 
professionals and healthcare professionals have separate record systems but do share the 
same facility.  Staff engage in regular communication about shared cases, primarily 
through telephone calls and emails and often have face to face meetings. Like levels one 
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and two, medical staff has more power and influence over case decisions than other 
providers which can cause tension among staff.  Level four collaboration refers to close 
collaboration in a partly integrated system.  Mental health and other healthcare 
professionals share the same site and charting/recording systems so there is one computer 
system and one medical chart that everyone uses to track cases.  Regular face to face 
meetings about patients, mutual consultation and coordinated treatment plans occur, 
where providers often meet with patients together, for example, during a medical exam 
the mental health provider and medical provider both meet with the patient.   
 Finally, level five collaboration refers to close collaboration in a fully integrated 
system where mental health and medical professionals share the same site, 
charting/recording system, and the same vision.  There is a seamless web of bio-
psychosocial services and a therapist in every medical provider’s office who always meet 
patients together.  There are regular collaborative team meetings held to discuss both 
patient issues and team collaboration issues.  There are also conscious efforts to balance 
power and influence among all providers regardless of role or status. 
 Based on the results of this study, it seems that the Center is currently at Level 
three of collaboration (Doherty, 1995) as on-site collaboration is often occurring, mental 
health professionals and healthcare professionals have separate record systems but do 
share the same facility.  Staff does report engaging in regular communication about 
shared cases, primarily through phone calls and emails and often have face to face 
meetings. Some non-medical staff at the Center also shared that it seems the medical staff 
tend to have more power and influence over case decisions than the other providers 
which has caused some tension among providers.   
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 Noteworthy, it is remarkable that after such a short period of time, six years, the 
center is functioning at this higher level of collaboration.  In addition, most of the staff 
have only been working at the center for a few years and still have a shared mission, 
belief in collaboration, and motivation to work as a collaborative team.  During the focus 
group discussions, it was apparent by the level of honesty that staff is open about 
conflicts and motivated to find resolutions so they can best meet the needs of their 
patients.  
     Conclusions   
 Overall the 11th Street Family Services Center demonstrated a very strong 
working model of collaborative health care for an underprivileged patient population.  In 
particular they attended to many of the barriers to health care that underprivileged 
populations tend to experience such as providing transportation, access to diverse 
disciplines, and availability of health insurance.  A dominant theme that emerged from 
the research was the investment in collaboration shared by the various participants.  Staff 
was very excited about their work environment and many of them from those new to their 
professions to those concluding a 20+ year career stated that it was the best work 
environment that they had ever experienced.  This shared vision and commitment to 
collaboration seemed to guide the decisions at the Center and were driven by a strong 
management team who fostered this vision and sought out providers equally motivated to 
practice this model of care. 
 Another key aspect of their collaborative model was the personal connection 
developed with their patients.  Participants frequently noted their desire to provide the 
best health care possible to their patients and to advocate for them in terms of referring 
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them to other services and finding insurance and low cost medication options.  These 
efforts seemed to be paying off as the participants described a great deal of word of 
mouth referrals in the community, suggesting that the community values their efforts and 
model of care. 
 Another strength of the Center was the ability of staff to openly discuss their 
concerns and challenges.  While challenges such as hierarchy both within and between 
disciplines emerged in the discussions, the participants did not shy away from these 
topics, and discussed both their frustrations, and the steps they were currently taking to 
try to address and resolve them.  Likewise, participants noted how their heavy work 
volume contributed to a sense of overload and difficulty in more actively collaborating 
with other providers.  Tension also exists between the continued drive for new and 
innovative programs and the desire to work on maintaining the current level of care, 
however, engaging in an open dialogue seems to foster the type of atmosphere where 
these tensions can be addressed and resolved. 
 While the transdisciplinary model practiced at the 11th St Family Services 
Centered represents an excellent healthcare model for serving underprivileged 
populations, there are several ways that the Center could possibly enrich their already 
high level of collaborative care.  First of these is a more active inclusion of family and 
community in the health care process.  As the literature review suggested, inclusion of 
these relationships can greatly improve health outcomes, and may foster an improved 
support systems for patients, which a number of participants expressed as an explicit 
goal.  It was noted that the Center was originally developed as a partnership with the 
community and that the current intense patient focus has shifted this emphasis somewhat.  
253 
 
Reincorporation of this emphasis could actually enrich the current focus on intense 
patient care by broadening the holistic picture of patients and fostering supportive 
relationships. 
 A second area of growth may be continued work on cultural awareness, in 
particular center-wide cultural sensitivity training.  The participants all stated that they 
serve an underprivileged patient population, and noted the many challenges that their 
patients faced.   They also stressed the importance of treating all of their patients with 
respect regardless of their backgrounds.  These values represent a strong foundation for 
culturally sensitive practice; however current health care models for serving ethnic and 
racial minority populations suggest that it is important to actively and explicitly discuss 
issues such as race, gender, and culture.  In order to provide this type of culturally 
sensitive care, it is important for providers to first evaluate their own culture and biases in 
order to avoid potential blind spots when providing care to low-income ethnic and racial 
minority patients.  As some of the staff noted it is essential to openly discuss these issues 
with patients and to not make assumptions about what they are thinking or feeling.  
Therefore, increased emphasis on this aspect of the patient-provider relationship may 
continue to improve the already strong bonds the Center has forged with their patient 
community.   
In addition to addressing the patient-provider relationship, the Center could 
benefit from more ethnic and racial diversity in their staff.  While over half of the study 
participants were racial or ethnic minorities, approximately 75% of them were in support 
staff positions.  The majority of department leaders and management positions were held 
by White staff members.  According to Breland-Noble et al. (2006) the lack of providers 
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of color can be a barrier to service for racial and ethnic minorities.  Therefore, the Center 
may be better able to serve their 95% ethnic and racial minority patients with a more 
racially and ethnically diverse provider base, particularly in professional and leadership 
positions.   
In order to fully expand the culturally sensitivity and awareness at the Center, the 
staff members must first focus on their own power and privilege and self awareness.  As 
previously noted, ethnic and racial minority support staff seemed to be silenced in the 
process; despite the majority of participants reporting that their own personal 
characteristics had little or no impact on their collaboration.   Therefore it is essential that 
all staff members become more aware of how these factors affect their work and 
interactions with each other and with their patients.  Kagawa-Singer, Dadia, Yu, and 
Surbone (2010) suggest that providers must first understand their own bias and privilege 
in order to fully incorporate culturally based knowledge and communication with their 
patients.  Providing culturally sensitive care to their underprivileged patients requires that 
the providers first examine their own power and privilege; and the process needs to 
happen at all levels, from upper management to support staff.  Therefore incorporation of 
this emphasis will be an essential part of any cultural sensitivity training the Center under 
takes. 
Since the conclusion of data collection, the Center has been taking active steps in 
addressing many of the potential areas for growth previously noted.  Several steps have 
been taken that will move the Center towards levels four or five collaboration (Doherty, 
1995).  Drexel University recently acquired the land adjacent to the Center which will 
allow the Center to expand its current services and address many of the issues around 
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space and provider proximity.  Also, the Center is currently developing and implementing 
a Patient Wellness Tracker where diverse providers have open access to shared patient 
data across disciplines.  While this is not yet a fully shared and integrated medical record, 
it increases the amount of shared information available to providers and should facilitate 
a higher level of collaboration.  They have also incorporated greater coprovision of care 
in their diabetes program and plan to expand this model to their asthma treatment 
program, and have expanded their community partnership program.  They have also 
increased their systemic focus with the incorporation of a part-time couple and family 
therapy therapist currently working at the center on trauma, and current plans to expand 
this modality at the Center (P. Gerrity, personal communication, April 5, 2010)..     
In terms of addressing the level of racial and ethnic diversity in the staff, the 
director has expressed an explicit desire to hire racial and ethnic minority providers, and 
has already hired a fifth nurse practitioner who is a Spanish speaking minority (P. 
Gerrity, personal communication, April 5, 2010).  She also expressed an interest in 
incorporating center-wide peer led cultural sensitivity training, and specifically seeking 
the expertise of the minority support staff in leading this initiative.  The PI (P. Bruner) 
and chair (M. Davey) will also be formally presenting the findings to the entire staff at 
next quarterly staff meeting on May 7, 2010, which hopefully facilitate their own 
understanding of their process at the Center and highlight ways for them to enriching 
their current model.  A primary aim of the study is for it to promote transformative and 
generative change at the Center and ultimately improve their quality of care. Therefore, it 
is hoped that presenting the data and recommendations at the Center will facilitate their 
understanding how issues of power, privilege, and systemic relationships are punctuated 
256 
 
in their work. The many exciting developments help to move the Center towards higher 
levels of collaboration and a greater ability to address health disparities in the 
community.  Hopefully, the findings from the study and research recommendations will 
further facilitate this process and increase their ability to serve their underprivileged 
patients with cultural sensitivity.  In conclusion, the 11th Street Family Services Center is 
developing a comprehensive model for collaborative health care that can act as a model 
for other centers looking to develop a collaborative process and best serve 
underprivileged patient populations.     
257 
 
LIST OF REFERENCES 
 
 
 
 
Agency for Healthcare Research and Quality (2008). Multidisciplinary family clinic 
increases access to care for inner-city residents, leading to improved outcomes 
and high patient satisfaction. Retrieved January 11, 2009, from 
http://www.innovations.ahrq.gov/content.aspx?id=2186. 
American Academy of Nursing (2008). American academy of nursing joins movement to 
transform health care. Retrieved January 11, 2009, from  
http://www.aannet.org/i4a/pages/index.cfm?pageid=3303. 
Aponte, H. (1994). How personal can training get? Journal of Marital and Family 
Therapy, 1, 3-15. 
Baggs, J. G. (1994). Development of an instrument to measure collaboration and 
satisfaction about care decisions. Journal of Advanced Nursing, 20, 178-182. 
Baker-Ericzen, M. J., Mueggenborg, M. G., Hartigan, P., Howard, N., & Wilke, T. 
(2008). Partnership for women’s health: A new-age collaborative program for 
addressing maternal depression in the postpartum period. Families, Systems, and 
Health, 26, 30-43. 
Ballou, M., Matsumoto, A., & Wagner, M. (2002). Toward a feminist ecological theory 
of human nature: Theory building in response to real-world dynamics. In M. 
Ballou & L. S. Brown (Eds.), Rethinking mental health and disorder: Feminist 
perspectives (pp. 99-141). New York: The Guilford Press. 
Barbour, R. S., & Schostak, J. (2004). Interviewing and focus groups. In B. Somekh & C. 
Lewin (Eds.), Research methods in the social sciences (pp. 41-48). Thousand 
Oaks, CA: Sage Publications. 
Benazon, N. R. & Coyne, J. C. (2000). Living with a depressed spouse. Journal of 
Family Psychology, 14, 71-79. 
Bischof, G. H., Lieser, M. L., Taratuta, C. G., & Fox, A. D. (2003). Power and gender 
issues from the voices of medical family therapists. In A. M. Prouty Lyness (Ed.), 
Feminist Perspectives in Medical Family Therapy (pp. 23-54). New York: 
Haworth Press Inc. 
Breland-Noble, A. M., Bell, C., & Nicolas, G. (2006). Family first: The development of 
an evidence-based family intervention for increasing participation in psychiatric 
clinical care the research in depressed African American adolescents. Family 
Process, 45, 153-169. 
258 
 
Bronfenbrenner, U. (1979). The ecology of human development: Experiments by nature 
and design. Cambridge: Harvard University Press. 
Bronfenbrenner, U. (1986). Ecology of the family as a context for human development: 
Research perspectives. Developmental Psychology, 22, 723-742. 
Brown, D. R., Hernandez, A., Saint-Jean, G., Evans, S., Tafari, I., Brewster, L. G. et al. 
(2008). A participatory action research pilot study of urban health disparities 
using rapid assessment response and evaluation. Health Policy and Ethics, 98, 28-
38. 
Brucker, P. S., & Shields, C. G. (2003). Collaboration between mental and medical 
healthcare providers in an integrated primary care medical setting. Families, 
Systems & Health, 21, 181-191. 
Callahan, C. M., Kroenke, K., Counsell, S. R., Hendrie, H. C., Perkins, A. J., Katon, W., 
et al. (2005). Treatment of depression improves physical functioning in older 
adults. Journal of the American Geriatric Association, 53, 367-373. 
Campbell, T. L. (2003). The effectiveness of family interventions for physical disorders. 
Journal of Marital and Family Therapy, 29, 263-281. 
Cashman, S. B., Reidy, P., Cody, K., & LeMay, C. A. (2004). Developing and measuring 
progress toward collaborative, integrated, interdisciplinary health care teams. 
Journal of Interprofessional Care, 18, 183-196. 
Chesla, C. A., Fisher, L., Skaff, M. M., Mullan, J. T., Gilliss, C. L., & Kanter, R. (2003). 
Family predictors of disease management over one year in Latino and European 
American patients with type 2 diabetes. Family Process, 42, 375-390. 
Chen, E., & Paterson, L Q. (2006). Neighborhood, family, and subjective socioeconomic 
status: How do they relate to adolescent health? Health Psychology, 25, 704-714. 
Clabby, J., & Howarth, D. (2007). Managing CHF and depression in an elderly patient: 
Being open to collaborative care. Families, Systems & Health, 25, 457-464. 
Cook, B. L., McGuire, T., & Miranda, J. (2007). Measuring trends in mental health care 
disparities, 2000-2004. Psychiatric Services, 58, 1533-1540. 
Crane, D. R., & Christenson, J. D. (2008). The medical offset effect: Patterns in 
outpatient services reduction for high utilizers of health care. Contemporary 
Family Therapy, 30, 127-138. 
Creswell, J. W., & Clark, V. L. P. (2007). Designing and conducting mixed methods 
research. Thousand Oaks, CA: Sage Publications. 
Cummings, J. L., & Jackson, P. B. (2008). Race, gender, and SES in self-assessed health, 
1974-2004. Research on Aging, 30, 137-168. 
259 
 
Descartes, R. (1650). The passions of the soul. In W. Dennis (Ed.), Readings in the 
history of psychology (pp. 25-31). East Norwalk, CT: Appleton-Century-Crofts. 
Doherty, W. J., McDaniel, S. H., & Hepworth, J. (1994). Medical family therapy: An 
emerging arena for family therapy. Journal of Family Therapy, 16, 31-46. 
Doherty, W. J. (1995).  The why’s and levels of collaborative family healthcare.  
Families Systems Medicine, 13, 275-281. 
Dominguez, T. P., Dunkel-Schetter, C., Glynn, L. M., Hobel, C., & Sandman, C. A. 
(2008). Racial differences in birth outcomes: The role of general, pregnancy, and 
racism stress. Health Psychology, 27, 194-203. 
Dougherty, M. B. & Larson, E. (2005). A review of instruments measuring nurse-
physician collaboration. Journal of Nursing Administration, 35, 244-253. 
Engel, G. L. (1977). The need for a new medical model: A challenge for biomedicine. 
Science, 196, 129-136. 
Engel, G. L. (1980). The clinical application of the biopsychosocial model. American 
Journal of Psychiatry, 137, 535-544.  
Felker, B. L., Barnes, R. F., Greenberg, D. M., Chaney, E. F., Shores, M. M., Gillespie-
Gateley, L. et al. (2004). Preliminary outcomes from an integrated mental health 
primary care team. Psychiatric Services, 55, 442-444. 
Fickel, J. J., Parker, L. E., Yano, E. M., & Kirchner, J. E. (2007). Primary care-mental 
health collaboration: An example of assessing usual practice and potential 
barriers. Journal of Interprofessional Care, 21, 207-216. 
Foster-Fishman, P. G., Salem, D. A., Allen, N. E., & Fahrbach, K. (1999). Ecological 
factors impacting provider attitudes towards human service delivery reform. 
American Journal of Community Psychology, 27, 785-816. 
Gerdes, J. L., Yuen, E. J., Wood, G. C., & Frey, C. M. (2001). Assessing collaboration 
with mental health providers: The primary care perspective. Families, Systems & 
Health, 19, 429-443. 
Grames, H. A. (2006). Depression, anxiety, and ataque de nervios: The primary mental 
health care model in a Latino population. Journal of Systemic Therapies, 25, 58-
72. 
Green, J., & Thorogood, N. (2004). Qualitative methods for health research. Thousand 
Oaks, CA: Sage Publications. 
Guck, T. P., Guck, A. J., Brack, A. B., & Frey, D. R. (2007). No-show rates in partially 
integrated models of behavioral health care in a primary care setting. Families, 
Systems, and Health, 25, 137-146.  
260 
 
H. M. Government (2001). Civil service recruitment gateway: Faststream self selection 
questionnaire.  Retrieved February 2, 2009 from 
http://www.faststream.gov.uk/questionnaire/QSS.asp 
Hardy, K. V. (1989). The theoretical myth of sameness: A critical issue in family therapy 
training and treatment. Journal of Psychotherapy and the Family, 6, 17-33. 
Harris, T., Moret, L. B., Gale, J., & Kampmeyer, K. L. (2001). Therapists’ gender 
assumptions and how these assumptions influence therapy. In T. S. Zimmerman 
(Ed.), Integrating gender and culture in family therapy training (pp. 33-60). New 
York: Hawthorn Press. 
Hickey, D., Carr, A., Dooley, B., Guerin, S., Butler, E., & Fitzpatrick, L. (2005). Family 
and marital profiles of couples in which one partner has depression or anxiety. 
Journal of Marital and Family Therapy, 31, 171-181. 
Kagawa-Singer, M., Dadia, A. V., Yu, M. C., & Surbone, A. (2010). Cancer, culture, and 
health disparities: Time to chart a new course? A Cancer Journal for Clinicians, 
60, 12-39. 
Kessler, R. C., Berglund, P. A., Bruce, M. L., Koch, R., Laska, E. M., Leaf, P. J. et al. 
(2001). The prevalence and correlates of untreated serious mental illness. Health 
Services Research, 36, 987-1007. 
Kleiber, P. B. (2004). Focus groups: More than a method of qualitative inquiry. In K. 
deMarrsais & S. D. Lapan (Eds.). Foundations for research: Methods of inquiry 
in education and the social sciences (pp. 88-102). Mahwah, NJ: Erlbaum 
Associates. 
Knudson-Martin, C. (2003). Gender and biology: A recursive framework for clinical 
practice. In A. M. Prouty Lyness (Ed.), Feminist Perspectives in Medical Family 
Therapy (pp. 1-21). New York: Haworth Press Inc. 
Lett, H. S., Blumenthal, J. A., Babyak, M. A., Catellier, D. J., Carney, R. M., Berman, L. 
F., et al. (2007). Social support and prognosis in patients at increased 
psychosocial risk recovering from myocardial infarction. Health Psychology, 26, 
418-427.  
Lobato, D. J., Kao, B. T., & Plante, W. (2005). Latino sibling knowledge and adjustment 
to chronic disability. Journal of Family Psychology, 19, 625-632.  
Luepnitz, D. A. (1988). The family interpreted: Psychoanalysis, feminism, and family 
therapy. New York: Basic Books. 
Mauksch, L. B., Tucker, S. M., Katon, W. J., Russo, J., Cameros, J., Walker, E. et al. 
(2001). Mental illness, functional impairment, and patient preferences for 
collaborative care in an uninsured, primary care population. The Journal of 
Family Practice, 50, 41-47. 
261 
 
McDaniel, S. H., Harkness, J. L., & Epstein, R. M. (2001). Medical family therapy for a 
woman with end-stage Crohn’s disease and her son. The American Journal of 
Family Therapy, 29, 375-395. 
McDaniel, S. H., Hepworth, J., & Doherty, W. J. (1992). Medical family therapy: A 
biopsychosocial approach to families with health problems. New York: Basic 
Books. 
McDaniel, S. H., & LeRoux, P. (2007). An overview of primary care family psychology. 
Journal of Clinical Psychology in Medical Settings, 14, 23-32. 
Miles, M. B., & Huberman, A. M. (1994). Qualitative data analysis: An expanded 
sourcebook (2nd ed.). Thousand Oaks, CA: Sage Publications. 
Milken Institute. (2007, October). An unhealthy America: The economic burden of 
chronic disease: Charting a new course to save lives and increase productivity 
and economic growth. Retrieved June 10, 2008, from 
http://www.milkenindtitue.org/pdf/Es_Researchfindings.pdf. 
Miller, H. L., Hall, S. E., & Hunley, S. A. (2004). Value perceptions of integrative health 
care: A study of primary care physicians and professional clinical counselors. 
Journal of Contemporary Psychotherapy, 34, 117-124. 
Minuchin, S., Baker, L., Rosman, B. L., Liebman, R., Milman, L., & Todd, T. C. (1975). 
A conceptual model of psychosomatic illness in children. Archives of General 
Psychiatry, 32, 1031-1038. 
Miranda, J., Duan, N., Sherbourne, C., Schoenbaum, M., Lagomasino, I., Jackson-Triche, 
M. et al. (2003). Improving care for minorities: Can quality improvement 
interventions improve care and outcomes for depressed minorities? Results of a 
randomized, controlled trial. Health Services Research, 38, 613-630. 
Morgan, D. L. (1997). Focus groups as qualitative research (2nd ed.). Thousand Oaks, 
CA: Sage Publications. 
Oxman, T. E., Dietrich, A. J., & Schulberg, H. C. (2003). The depression care manager 
and mental health specialist as collaborators within primary care. American 
Journal of Geriatric Psychiatry, 11, 507-516. 
Pollard, K. C., Miers, M. E., & Gilchrist, M. (2004). Collaborative learning for 
collaborative working? Initial findings from a longitudinal study of health and 
social care students. Health and Social Care in the Community, 12, 346-358. 
Pollard, K. C., Miers, M. E., & Gilchrist, M. (2005). Second year skepticism: Pre-
qualifying health and social care students’ midpoint self-assessment, attitudes and 
perceptions concerning interprofessional learning and working. Journal of 
Interprofessional Care, 19, 251-268. 
262 
 
Preece, J. C., & Sandberg, J. G. (2005). Family resilience and the management of 
fibromyalgia: Implications for family therapists. Contemporary Family Therapy, 
27, 559-576. 
Romi, T., & Kowen, G. (2006). Multidisciplinary family-based intervention in the 
treatment of a diabetic adolescent with an eating disorder. Journal of Family 
Psychotherapy, 17, 21-36. 
Ruff, C. C., Alexander, I. M., & McKie, C. (2005). The use of focus group methodology 
in health disparities research. Nursing Outlook, 53, 134-140. 
Sandelowski, M. & Barroso, J. (2002). Finding the findings in qualitative studies. Journal 
Nursing Scholarship, 34, 213-219. 
Seaburn, D. B., Lorenz, A D., Gunn, W. B. Jr., Gawinski, B. A., & Mauksch, L. B. 
(1996). Models of collaboration: A guide for mental health professionals working 
with health care practitioners. New York: Basic Books. 
Sharpe, D., & Rossiter, L. (2002). Siblings of children with a chronic illness: A meta-
analysis. Journal of Pediatric Psychology, 27, 699-710.  
Shields, C. G., & Rousseau, S. J. (2004). A pilot study of an intervention for breast 
cancer survivors and their spouses. Family Process, 43, 95-107. 
The free dictionary definition of underprivileged. (n. d.). Retrieved April 7, 2009, from 
http://www.thefreedictionary.com/underprivileged. 
Todahl, J. L., Linville, D., Smith, T. E., Barnes, M. F., & Miller, J. K. (2006). A 
qualitative study of collaborative health care in a primary care setting. Families, 
Systems & Health, 24, 45-64. 
United States Census Bureau (2004). U. S. interim projections by age, sex, race, and 
Hispanic origin. Retrieved August 15, 2008, from 
http://www.census.gov/ipc/www/usinterimproj/. 
United States Department of Health and Human Services. (n.d.). The office of minority 
health minority population profiles. Retrieved December 2, 2008 from 
http://www.omhrc.gov/templates/browse/aspx?lvl=3&lvlid=23. 
United States Department of Health and Human Services. (n.d.). The office of minority 
health minority population profiles. Retrieved December 2, 2008 from 
http://www.omhrc.gov/templates/browse/aspx?lvl=3&lvlid=23. 
Unutzer, J., Katon, W., Callahan, C. M., Williams, J. W. Jr., Hunkeler, E., Harpole, L., et 
al. (2002). Collaborative care management of late-life depression in the primary 
care setting. Journal of the American Medical Association, 288, 2836-2845. 
263 
 
Unutzer, J., Schoenbaum, M., Druss, B. G., & Katon, W. J. (2006). Transforming mental 
health care at the interface with general medicine: Report for the President’s 
commission. Psychiatric Services, 57, 37-47. 
Unutzer, J., Tang, L., Oishi, S., Katon, W., Williams, J. W. Jr., Hunkeler, E., et al. 
(2006). Reducing suicidal ideation in depressed older primary care patients. 
Journal of the American Geriatric Society, 54, 1550-1556. 
Westheimer, J. M., Steinley-Bumgarner, M., & Brownson, C. (2008). Primary care 
providers’ perceptions of and experiences with an integrated healthcare model. 
Journal of American College Health, 57, 101-108. 
Whaley, A. L. (2001). Cultural mistrust and mental health: Services for African 
Americans: A review and meta-analysis. The Counseling Psychologist, 29, 513-
531. 
White, J. M., & Klein, D. M. (Eds.). (2002). Family Theories. (2nd ed.). Thousand Oaks, 
CA: Sage Publications.  
Wikipedia, the free encyclopedia definition of health disparities (n.d.). Retrieved April 7, 
2009, from http://en.wikipedia.org/wiki/Health_disparities. 
Willerton, E., Dankoski, M. E., & Martir, J. F. S. (2008). Medical family therapy: A 
model for addressing health disparities among Latinos. Families, Systems & 
Health, 26, 196-206. 
Zimmerman, T. S. (Ed.). (2001). Integrating gender and culture in family therapy 
training. New York: Hawthorn Press. 
Zimmerman, T. S., & Haddock, S. A. (2001). The weave of gender and culture in the 
tapestry of a family therapy training program: Promoting social justice in the 
practice of family therapy. In T. S. Zimmerman (Ed.), Integrating gender and 
culture in family therapy training (pp. 1-32). New York: Hawthorn Press. 
264 
 
APPENDICES 
 
 
 
Appendix A Expedited IRB Application 
Appendix B Consent Form 
Appendix C Support Letter 
Appendix D Collaboration and Satisfaction About Care 
Decisions Scale 
Appendix E Communication and Teamwork Scale 
Appendix F Interprofessional Learning Scale 
Appendix G Interprofessional Interaction Scale 
Appendix H Interprofessional Relationships Scale 
Appendix I Demographic Questionnaire 
Appendix J Semi-Structured Questionnaire 
Appendix K Focus Group Guide 
Appendix L IRB Protocol Approval Letter 
 
265 
 
Appendix A 
 
 
DREXEL UNIVERSITY COLLEGE OF MEDICINE 
INSTITUTIONAL REVIEW BOARD (IRB) 
PROTOCOL SUMMARY OUTLINE FORM 
USE THIS TOPICAL OUTLINE TO ORGANIZE A 
 DETAILED SUMMARY OF YOUR PROTOCOL 
Please provide a typed copy  
Number the pages of the protocol summary  
Example:  1 of 3, 2 of 3, etc. (MAXIMUM OF 5 PAGES) 
 
1. Project Title (give exact Title) 
Collaborative Care: Exploration of a Transdisciplinary Model in a Community Based 
Health Center 
2. Purpose and Rational e Specific to Subjects 
The purpose of the current study is to investigate the attitudes about and experiences 
with collaboration of the health care providers at the 11th Street Family Health Service 
Center.  This site was selected because it is a community health agency with multiple 
health care providers in one setting.  This setting allows for investigation of how 
collaboration does or does not happen when the providers are working in close 
proximity.  All members of the health center staff including primary care, podiatry, 
dental care, behavioral health, health educators, physical therapy, holistic health 
counselors, and administration will be part of the study in order to capture the 
experiences and views of all members of the team. 
3. Location of Study (campus, institution, etc.) 
11th Street Family Health Service Center, 850 N. 11th Street 
Philadelphia, PA ,19123 
4. Time Period for Data Collection:  [This pertains to dates of 
charts/records/tissue or other information you will be collecting, but NOT the 
date you are starting your project.    This information is especially important if 
the data you are collecting is existing on the day you proposed this research 
project to the IRB.   Example: I or we are reviewing charts/records or using 
tissue samples that are already collected or existing since January 1991 –  
December 2001, but will not review charts/records past this date) 
We will be collecting survey data from staff at the clinic, and then two weeks following 
the baseline data collection, performing focus groups ranging from six to 10 
participants.  Each focus group will meet one time for approximately one hour.  
Participants will also complete paperwork including the consent form and five measures 
prior to the focus groups.  The five measures will be re-administered three months 
following the focus groups.   This is a prospective study in real time. 
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5. Anticipated start and end of study (These are dates when you will start or 
complete the study.  This date is unrelated to the dates of data you are 
analyzing.) 
You may want to say, for example, research will begin after IRB approval and 
continue until … (give a date). 
        Research will begin right after IRB approval, hopefully in September 2008 and will 
continue until October 2009. 
6. Enrollment Information 
6a. Age Range Adults who are at least 18 years of age (18-65) 
6b. Gender Both males and females 
6c. No. of subjects to be 
enrolled 
The entire site staff of approximately 45 people 
6d. Specify if there are Minority Groups to be included in this study  
Yes, there are minority staff members 
7. Subject Type (healthy subjects, seriously ill subjects, decisionally impaired, etc.) 
Healthy adult subjects employed at the Health Center 
8. Subject Source:  (in-patients, out-patients, community, special clinics, etc.) 
All health care providers employed at the Health Center including administrative staff 
9. State How Subjects Are Recruited 
Subjects will be recruited at their place of work at the conclusion of regularly scheduled 
staff meetings; this will be coordinated through the site director. 
10. Do you plan to advertise for volunteers in any way?  Yes     No        (If yes, 
supply copy/copies of advertisements.) 
11. What is your proposed method of advertisement?  Check all that apply. 
Bulletin boards  Electronic media  
Print ads  Radio/TV  Other    
At the conclusion of regularly monthly staff meetings at the clinic, with the clinical 
director’s permission (Dr. Patricia Gerrity) we will be asking for volunteers for the 
study and recruiting staff members contact_______________ 
12. Will you be giving Incentives or Remuneration?  Please describe how this will be 
done.  
No incentives or remunerations will be given 
13. Subject Inclusion Criteria:  (Investigator:  be as specific as possible) 
All health care providers at the center including administrative staff who are at least 18 
years of age, have had the opportunity to collaborate with other health care providers 
onsite, and have worked at the site for a minimum of three months. 
14. Subject Exclusion Criteria:  (Investigator:  be as specific as possible) 
Health center employees with no opportunity to collaborate with other health care 
providers onsite, who are not at least 18 years old, and who have worked at the center 
less then three months will be excluded. 
15. Investigational Methods and Procedures (Be specific.  If applicable, provide 
under a separate heading a list of research procedures and standard of care 
procedures). 
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         All participants will be given a packet including a demographic questionnaire, a 
semi-structured questionnaire, a consent form, and copies of five valid and reliable self-
report measures on interdisciplinary collaboration (see Appendices for copies of 
documents).  Following receipt of the packet and explanation of the study, each 
participant will meet individually with one of the researchers to review and sign the 
consent form.  Within two weeks after completion of the packets, the participants will 
each participate in a focus group of between 6-10 people.   Each group will be 
comprised of members from their specific team within the center (primary care, 
podiatry, dental care, behavioral health, health educators, physical therapy, holistic 
health counselors, and administration) in order to explore the unique  experiences and 
views within each group.  All participants will have previously signed a consent form 
that explains the purpose of the study, that they are not obligated to participate, and who 
to contact should they have questions or concerns following the study. The two 
researchers (Dr. Davey and Dr. Waite) and key personnel (Patricia Bruner & Angelle 
Richardson) will act as moderators and present the group with questions about attitudes 
and experiences with collaboration within the center.  These questions will include: 
I. Opening Question – Please introduce yourself and tell us about your role in the center. 
II. Introductory Question – How often does your role at the center impact your 
experiences with collaboration? 
III. Transition Questions – When does collaboration occur?  With what type of patient is 
collaboration most likely to occur?  Are family and/or community involved in the 
collaboration? 
IV. Key Questions – Is collaboration effective?  What facilitates collaboration?  What 
impedes collaboration?  How do your personal characteristics (professional identity, 
race/ethnicity, gender, SES) affect the process?  How do the characteristics of your 
patients affect the process?   
V. Ending Question – Does this summary capture your thoughts on collaboration, and is 
there anything else that you would like to say on the subject?   
 
The focus group will be audio taped and the key personnel (Patricia Bruner & Angelle 
Richardson) will be in charge of setting up the room, running the audio equipment, and 
taking notes.   
The focus groups will all be held within a one month time frame.  Once all focus 
groups are completed, the data will be analyzed using a deductive analysis.  This 
approach organizes the data collected into common codes, and is useful in identifying 
salient issues and experiences of the group under investigation.   The PIs will have 
predefined codes suggested by the extant literature on the subject.  These include 
relational capacity, administrative level support, and professional hierarchy. This 
approach is useful as it draws on the existing body of research literature and allows that 
knowledge to be applied to the specific population under investigation.   
An independent third party will transcribe the audio tapes from the focus groups, 
and the key personnel will transcribe his/her field notes. The PIs and key personnel will 
independently review the notes and transcription of the focus groups and identify 
common codes using the predefined codes as a guide.  Predefined codes act as a guide, 
but may be deleted if they do not correspond to the participant’s responses.  New codes 
that were not included in the predefined list may also be added.  Each code will be 
operationally defined so that the meaning is clear to anyone reading and using the codes.  
The codes will be labeled with an easily understood abbreviation and may be broken 
down into sublevels.  For example the code “barriers” would be abbreviated BARR and 
could be broken down into administrative barriers (BARR-ADMIN), or time constraints 
(BARR-TIME).    
As the PIs and key personnel read through the transcripts they will write in the 
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16. Describe Potential Benefits to the subjects (Please remember that there may not 
always be a benefit to the subject ) 
Subjects may have increased insight and ability to collaborate with coworkers after 
discussing the issue. 
17. Possible Risks and Discomforts to Subjects (include expected frequency and 
severity of adverse reactions or risks) 
Subjects may experience discomfort after discussing personal opinions with their 
coworkers.  They may also be concerned with administrative response to the study. 
18. Describe what special precautions are taken to minimize the risks described 
above. 
Subjects will be fully informed about the purpose and description of the study.  When 
the data is analyzed responses will be coded so that they are not associated with 
identifying information. 
19. What will you do if unforeseen risks occur? 
Subjects will be provided with a contact person to discuss any questions or concerns. 
ORC will be notified of any unforeseen risk noted by the researchers within one 
business day. 
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Appendix B 
 
 
 
 
 Drexel University 
 
Consent to Take Part  
In a Research Study 
 
1. Subject Name:    __________________________________  
 
2. Title of Research:   Collaborative Care: Exploration of a Transdisciplinary Model in a 
Community Based Health Center 
 
3. Investigators’ Names: Maureen Davey, Ph.D. and Roberta Waite, Ed.D, MSN, RN, 
CS 
 
4. Research Entity:   
Drexel University College of Nursing and Health Professions 
 
5. Consenting for the Research Study:  This is a long and an important document.  If 
you sign it, you will be authorizing Drexel University and its researchers to perform 
research studies on you.  You should take your time and carefully read it.  You can 
also take a copy of this consent form to discuss it with your family member, 
physician, attorney or any one else you would like before you sign it.  Do not sign it 
unless you are comfortable in participating in this study.  
 
6. PURPOSE OF RESEARCH: 
You are being asked to participate in a research study.  The purpose of this study is 
to explore the experiences with and attitudes towards collaborative care in a 
community based health center.  This study will provide information on how 
collaboration occurs, attitudes towards collaboration, and potential barriers in order 
to understand and build on the current transdisciplinary model currently practiced at 
the health center.  A broader aim of the research is to provide the 11th Street family 
health center with information on how to enhance their current model and use the 
experience and knowledge from this center to further disseminate the practice of 
collaborative care. 
 
Participants will include the entire 11th Street Family healthcare staff.  Each 
participant will be asked to complete a packet containing a demographic 
questionnaire, a brief semi-structured questionnaire, and five self-report surveys that 
ask about your current experiences as part of a collaborative health care center.  This 
should take approximately thirty minutes.  If you are uncomfortable answering any 
questions you may skip them.  Within two weeks after completing the questionnaire, 
you will be asked to participate in a focus group.  Each focus group will contain 
between six to ten people, and groups will be comprised of members from their own 
team within the health center (primary care, podiatry, dental care, behavioral health, 
health educators, physical therapy, holistic health counselors, and administration) in 
order to explore the unique experiences of each team within the center.  Each focus 
group will last approximately one hour, and will be held over the lunch period to 
270 
 
minimize disruption to your workday.  During the focus groups participants will be 
asked questions about their experiences with collaborative care.  Three months 
following the focus groups, you will be asked to complete the five self-report 
measures again. 
 
Your participation in this study is voluntary.  You may withdraw your consent and 
discontinue participation at any time with no repercussions.  Also, your participation 
in this study may be ended by the primary investigator if she feels that it is in your 
best interest, for example if the process appears to be causing you distress. 
 
All adult employees at the health center who have the opportunity to collaborate on 
patient care with other employees at the health center, and who have been there a 
minimum of three months are eligible to participate.  Minors, those without an 
opportunity to collaborate, and those who have been employed at the center for less 
than three months will be excluded. 
 
7. PROCEDURES AND DURATION: 
You understand that the following things will be done to you.  The procedure 
involves completing a packet of information including a demographic questionnaire, 
a brief semi-structured questionnaire, five self-report surveys, and this consent form. 
Within two weeks after completing the questionnaire you will be asked to participate 
in a one-time group meeting lasting approximately one hour to be held at the 11th 
Street Family Health Services, 850 North 11th St., Philadelphia, PA 19123.  You will 
meet with between five and nine other staff members. Your contact information will 
be collected in order to follow up with you following the focus groups.   
 
The two researchers (Dr. Maureen Davey and Dr. Roberta Waite) and their key 
personnel Patricia Bruner, MA, and Angelle Richardson, MA, will be asking you 
questions about your experiences with collaboration while currently employed at the 
health center.  These one-hour groups will be audio-taped and notes will be taken to 
get a fuller understanding of your views.  A copy of the interview questions will be 
given to you ahead of time along with a proposed meeting agenda.  Should you need 
to contact the research personnel they can be reached at the following numbers: Dr. 
Maureen Davey 215-762-1708; Dr. Roberta Waite 215-762-4975; and Patricia Bruner 
215-762-1708  
 
Any information collected will be held confidential, and participant identities will be 
coded to destroy identifying information.  During the focus groups, participants will 
not be referred to by name so as not to audio record identifying information.  Once 
the audio tapes have been transcribed they will be destroyed after approximately 
three months.  
 
Three months following the focus groups, you will be asked to fill out the five self-
report surveys again. 
 
8. RISKS AND DISCOMFORTS/CONSTRAINTS: 
The research is not expected to cause any harm or discomfort.  While it is unlikely, 
you may experience some discomfort while discussing your views and experiences 
with collaboration in a group setting.   Should this occur, a therapist from the 
research team will be available to process your questions and concerns.  Should 
further assistance be needed, the researchers will find a therapist who will be 
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available to you on a sliding scale at a cost to you, and you can discontinue your 
participation at any time.  
 
9. UNFORESEEN RISKS: 
Participation in the study may involve unforeseen risks.  If unforeseen risks occur, 
they will be reported to the Office of Regulatory Research Compliance. 
 
10. BENEFITS: 
There may be no direct benefits to you from participating in this study.   
 
11. ALTERNATIVE PROCEDURES/TREATMENT: 
The alternative is not to participate in this study.  
 
12. REASONS FOR REMOVAL FROM STUDY: 
You may be required to stop the study before the end for any of the following 
reasons: 
a) Change in medical condition; 
b) If all or part of the study is discontinued for any reason by, investigator, 
university authorities, or government agencies; or 
c) Other reasons, including new information available to the investigator or 
harmful unforeseen reactions experienced by the subject or other subjects in 
this study. 
 
13. VOLUNTARY PARTICIPATION: 
  Participation in this study is voluntary, and you can refuse to be in the  
 study or stop at any time without the loss of the care benefits to which you are 
entitled if you should suffer an injury as result of this trial.  There will be no 
negative consequences should you choose to not participate, or discontinue 
participation. 
 
14. RESPONSIBILITY FOR COST 
There is no cost to you for participation in this study.  All costs related to the study 
will be the responsibility of the researchers. 
  
 
15. CONFIDENTIALITY: 
In any publication or presentation of research results, your identity will be kept 
confidential, but there is a possibility that records which identify you may be 
inspected by authorized individuals such as the institutional review board (IRB), or 
employees conducting peer review activities.  You consent to such inspections and to 
the copying of excerpts of your records, if required by any of these representatives. 
 
16. OTHER CONSIDERATIONS: 
If you wish further information regarding your rights as a research subject, or if you 
have problems with a research-related injury, please contact the Institution's Office 
of Research Compliance by telephoning 215-762-7857. 
 
17. CONSENT:          
 
• I have been informed of the reasons for this study. 
• I have had the study explained to me. 
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• I have had all of my questions answered. 
• I have carefully read this consent form, have initialed each page, and have 
received a signed copy. 
• I give consent voluntarily. 
 
 
____________________________________________   _______________ 
Subject or Legally Authorized Representative     Date 
 
 
_____________________________________________   _______________ 
Investigator         Date 
 
 
 
List of Individuals Authorized to Obtain Consent 
 
Name   Title   Day Phone #  24 Hr Phone # 
Maureen Davey Assistant Professor 215-762-1708  215-762-1708 
Roberta Waite  Assistant Professor 215-762-4975  215-762-4975   
Patricia Bruner  Graduate Student 215-762-1708  215-762-1708 
Angelle Richardson Graduate Student 215-762-1708  215-762-1708  
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Appendix D 
 
 
Collaboration and Satisfaction about Care Decisions (CSACD) 
 
 Name _____________________________  Position ______________________  Date: ____________ 
 
 
 These questions are related to the experience of collaboration with other disciplines in patient care over the last 
three months.  Please circle the number that best represents your judgment about the team process and the 
decision.  Team members are the people from different disciplines who collaborate on patient care. 
 
 
 
1. Team members planned together to make decisions about care for patients. 
 1 2 3 4 5 6 7 
 Strongly disagree Strongly agree 
2.  Open communication among team members took place as decisions were made for patients. 
 1 2 3 4 5 6 7 
 Strongly disagree Strongly agree 
3. Decision-making responsibilities for patients were shared among team members. 
 1 2 3 4 5 6 7 
 Strongly disagree Strongly agree 
4. Team members cooperated in making decisions. 
 1 2 3 4 5 6 7 
 Strongly disagree Strongly agree 
5. In making decisions, all team members’ concerns about patients’ needs were considered. 
 1 2 3 4 5 6 7 
 Strongly disagree Strongly agree 
6. Decision-making for patients was coordinated among team members. 
 1 2 3 4 5 6 7 
 Strongly disagree Strongly agree 
7. How much collaboration among team members occurred in making decisions for patients? 
 1 2 3 4 5 6 7 
 No Collaboration Complete Collaboration 
8. How satisfied are you with the way decisions were made for patients,  that is with the decision-making 
 process, not necessarily with the decision itself? 
 1 2 3 4 5 6 7 
  Not Satisfied Very Satisfied   
9. How satisfied were you with decisions made for patients? 
 1 2 3 4 5 6 7 
 Not Satisfied Very Satisfied 
 
 
 
 
 
(Baggs, 1994) 
The scale has been adapted for this study with the author’s permission. 
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Communication and Teamwork Scale 
Name _______________________ Position ___________________ Date _______ 
Circle the response that most closely matches your experience 
Strongly Agree = 1 Agree = 2 Disagree = 3 Strongly Disagree = 4 
 
1. *I feel comfortable justifying recommendations/advice face-to-face with more senior 
people. 
1 2 3 4  
2. *I feel comfortable explaining an issue to people who are unfamiliar with the topic. 
1 2 3 4  
3. *I have difficulty in adapting my communication style (oral and written) to particular 
situations and audiences. 
1 2 3 4  
4. I prefer to stay quiet when other people in a group express opinions that I don’t agree 
with. 
1 2 3 4  
5. *I feel comfortable working in a group. 
1 2 3 4  
6. I feel uncomfortable putting forward my personal opinions in a group. 
1 2 3 4  
7. I feel uncomfortable taking the lead in a group. 
1 2 3 4  
8. *I am able to become quickly involved in new teams and groups. 
1 2 3 4  
9. I am comfortable expressing my own opinions in a group, even when I know that 
other people don’t agree with them. 
1 2 3 4  
 (Pollard, Miers, & Gilchrist, 2005) 
Statements marked with an asterisk were taken from an existing civil service self-assessment scale and 
were reproduced with permission.  
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Interprofessional Learning Scale 
Name ______________________ Position _____________________ Date _______ 
Circle the response that most closely matches your experience. 
Strongly Agree = 1 Agree = 2 Neutral = 3 Disagree = 4 Strongly Disagree = 5 
 
10. My skills in communicating with patients/clients would be improved through learning with 
students from other health and social care professions. 
 1  2  3  4  5 
11. My skills in communicating with other health and social care professionals would be 
improved through learning with students from other health and social care professions. 
 1  2  3  4  5 
12. I would prefer to learn only with peers from my own profession. 
 1  2  3  4  5 
13. Learning with students from other health and social care professions is likely to facilitate 
subsequent working professional relationships. 
 1  2  3  4  5 
14. Learning with students from other health and social care professions would be more 
beneficial to improving my teamwork skills than learning only with my peers. 
 1  2  3  4  5 
15. Collaborative learning would be a positive learning experience for all health and social care 
students. 
 1  2  3  4  5 
16. Learning with students from other health and social care professions is likely to help to 
overcome stereotypes that are held about the different professions. 
 1  2  3  4  5 
17. I would enjoy the opportunity to learn with students from other health and social care 
professions. 
 1  2  3  4  5 
18. Learning with students from other health and social care professions is likely to improve the 
service for patient/client. 
 1  2  3  4  5 
 
(Pollard, Miers, & Gilchrist, 2005) 
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Interprofessional Interaction Scale 
Name ______________________ Position _____________________ Date _______ 
Circle the response that most closely matches your experience. 
Strongly Agree = 1 Agree = 2 Neutral = 3 Disagree = 4 Strongly Disagree = 5 
 
19. Different health and social care professionals have stereotyped views of each other. 
 1  2  3  4  5 
20. The line of communication between all members of the health and social care 
professions is open. 
 1  2  3  4  5 
21. There is a status hierarchy in health and social care that affects relationships between 
professionals. 
 1  2  3  4  5 
22. Different health and social care professionals are biased in their views of each other. 
 1  2  3  4  5 
23. All members of health and social care professions have equal respect for each 
discipline. 
 1  2  3  4  5 
24. It is easy to communicate openly with people from other health and social care 
disciplines. 
 1  2  3  4  5 
25. Not all relationships between health and social care professionals are equal. 
 1  2  3  4  5 
26. Health and social care professionals do not always communicate openly with one 
another. 
 1  2  3  4  5 
27. Different health and social care professionals are not always co-operative with one 
another. 
 1  2  3  4  5 
 
(Pollard, Miers, & Gilchrist, 2005) 
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Interprofessional Relationships Scale 
Name ______________________ Position _____________________ Date _______ 
Circle the response that most closely matches your experience. 
Strongly Agree = 1 Agree = 2 Neutral = 3 Disagree = 4 Strongly Disagree = 5 
 
28. I have an equal relationship with peers from my own professional discipline. 
 1  2  3  4  5 
29. I am confident in my relationships with my peers from my own professional 
discipline. 
 1  2  3  4  5 
30. I have a good understanding of the roles of different health and social care 
professionals. 
 1  2  3  4  5 
31. I am confident in my relationships with people from other health and social care 
disciplines. 
 1  2  3  4  5 
32. I am comfortable working with people from other health and social care disciplines. 
 1  2  3  4  5 
33. I feel that I am respected by people from other health and social care disciplines 
 1  2  3  4  5 
34. I lack confidence when I work with people from other health and social care 
disciplines. 
 1  2  3  4  5 
35. I am comfortable working with people from my own professional discipline. 
 1  2  3  4  5 
 
(Pollard, Miers, & Gilchrist, 2005)   
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Demographic Questionnaire  
 
Name   ______________________________________________________ 
Address  ______________________________________________________ 
   ______________________________________________________ 
   ______________________________________________________ 
Phone/Email  ______________________________________________________ 
 
Please Check the Best Response 
A) Age Range 
 1.18 – 30   ____  2. 46 – 60 ____ 
 3. 31 – 45  ____  4. 60+  ____  
  
B) Gender 
 1. Male ____ 
 2. Female ____ 
 3. Other ____ 
 
C) Race/Ethnicity 
 1. African American  ____ 2. Asian   ____ 
 3. Hispanic   ____  4.Non-Hispanic White ____ 
 5. Native American  ____ 6. Other   ____ 
 
D) Profession       Job Title  
 1. Administration  _______________________________________ 
 2. Primary Care  _______________________________________ 
 3. Dental Care   _______________________________________ 
 4. Behavioral Health  _______________________________________ 
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 5. Podiatry   _______________________________________ 
 6. Health Educator  _______________________________________ 
 7. Physical Therapy  _______________________________________ 
 8. Holistic Health Counselor _______________________________________ 
 
E) Education/Degree      Please indicate specialization  
 1. less than high school ____     
2. high school   ____    
 3. some college  ____ ___________________________________  
 4. associates    ____ ____________________________________ 
 5. bachelors   ____ ____________________________________ 
 6. some graduate school ____ ____________________________________ 
 7. graduate degree  ____ ____________________________________ 
    
F) Years in Your Profession 
 1. less than 1 year  ____  4. 11-15 years  ____ 
 2. 1-5 years   ____  5. 16-20 years  ____ 
 3. 6-10 years   ____  6. 20+ years  ____  
   
G) Time in Your Current Position 
 1. less than 1 year  ____  3. 3-4 years  ____ 
 2. 1-2 years   ____  4. 5-6 years  ____ 
   
H) Hours per Week in Your Position at the Center 
 1. less than 10   ____  4. 31-40 hours  ____ 
2. 10-20 hours   ____  5. 40+ hours   ____ 
 3. 21-30 hours   ____ 
   
I) Previous work in health care that was: 
 1. Interdisciplinary   ____   2.  Collaborative      ____ 
 3. Multidisciplinary  ____   3. Transdisciplinary  ____ 
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Semi-Structured Questionnaire 
 
Name ______________________________________________________ 
 
Please continue your answers on a separate sheet if necessary. 
 
1. What is your role at the health center and how does it impact your experience with 
collaboration?   
 
 
 
 
 
 
 
 
2. When does collaboration occur?  With what type of patient does it occur?  Are family 
and/or community involved in the collaboration?  
 
 
 
 
 
 
 
 
3. What has been helpful about the collaboration at the Health Center?  What facilitates 
the collaboration?  
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4. What impedes collaboration?  Which disciplines do you collaborate easily with?  With 
which disciplines do you feel there are still barriers and why? 
 
 
 
 
 
 
 
 
5. What if anything would you change about the process of collaboration in the Health 
Center? 
 
 
 
 
 
 
 
6. How do your personal characteristics (professional identity, race/ethnicity, gender, 
SES) and those of your patients affect the process? 
 
 
 
 
 
 
 
7. Please share any additional thoughts or comments on the collaborative process at the 
center. 
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Study Guide 
 
Thank you for your interest in participating in this study on Transdisciplinary 
Collaboration Between Healthcare Professionals!  This packet includes the following 
materials for the study: 
 
I. Five measures to be completed 
 1. Collaboration and Satisfaction with Care Decisions Scale (Baggs, 1994) 
2. Communication and Teamwork Scale (Pollard, Miers, & Gilchrist, 2005) 
3. Interprofessional Learning Scale (Pollard, Miers, & Gilchrist, 2005)  
4. Interprofessional Interaction Scale (Pollard, Miers, & Gilchrist, 2005) 
5. Interprofessional Relationship Scale (Pollard, Miers, & Gilchrist, 2005) 
II. Two Questionnaires to be completed 
 1. Demographic Questionnaire 
 2. Semi-Structured Questionnaire 
III. Consent Form 
 
Please complete the five measures and two questionnaires prior to coming to your 
scheduled focus group, and review the consent form.  Bring the completed packet with 
you to the focus group.  The consent form will be reviewed and signed with one of the 
study personnel immediately before the start of the focus group, so it may be helpful to 
arrive a few minutes early. 
 
Following are the specific questions that will guide the discussion during the focus group: 
 
I. Opening Question – Please introduce yourself and tell us about your role in the center. 
II. Introductory Question – How often does your role at the center impact your 
experiences with collaboration? 
III. Transition Questions – When does collaboration occur?  With what type of patient is 
collaboration most likely to occur?  Are family and/or community involved in the 
collaboration? 
IV. Key Questions – Is collaboration effective?  What facilitates collaboration?  What 
impedes collaboration?  How do your personal characteristics (professional identity, 
race/ethnicity, gender, SES) affect the process?  How do the characteristics of your 
patients affect the process?   
V. Ending Question – Does this summary capture your thoughts on collaboration, and is 
there anything else that you would like to say on the subject?   
 
Thank you again for your participation.  If you have questions or concerns I can be 
reached at pb322@drexel.edu, or 856-383-3465. 
 
Sincerely, 
Patricia Bruner, Key Personnel 
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IRB Protocol Approval Letter 
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Vita 
 
Patricia Bruner 
pb322@drexel.edu 
 
Education 
• Ph.D., Couple and Family Therapy, Drexel University, May 2010 
• M.A., Clinical Counseling Psychology, La Salle University, Philadelphia, PA 
August 2006 
• B.S., Biology, Cornell University, Ithaca, NY, May 1993 
 
Professional Experience 
• Clinical Director, Catholic Charities, Diocese of Camden, Camden, NJ 
 March 2009 – present 
• Primary Therapist and Supervisor, Catholic Charities, Diocese of Camden, Camden, NJ 
May 2005 - present 
• Account Executive, ReSource Texas, Austin, TX 
July 2000 – April 2003 
 
Research Experience 
• Ph. D. Research on collaborative care between healthcare professionals 
 Dr. Maureen Davey, Dissertation Chair, Drexel University, Philadelphia, PA 
• Research Assistant, Research on assessing needs of current and past military veterans 
• Research Assistant, Research on emotion recognition in children with ADHD 
Dr. Diana Montague, Lead Investigator, La Salle University, Philadelphia, PA 
• Research Assistant, Taphonomic research on Cenozoic fossils 
Dr. Warren Allmon, Paleontological Research Institution, Ithaca, NY 
 
Presentations 
• Bruner, P., Davey, M., & Waite, R. (Fall 2009). Collaborative Care: Exploration of a 
Transdisciplinary Model Practiced at a Community Based Agency. Presentation at the 
Collaborative Family Healthcare Association, CA.  
• Bruner, P., (January 2006 – March 2006). Basic Facts About Postpartum Depression.  
Educational seminars for mothers presented at St. Johns Prenatal Clinic, Camden, NJ. 
• Bruner, P., (June 2007). Recognizing and Treating Postpartum Depression. Educational 
seminar presented to the Camden Diocese Family Life Department, Camden, NJ. 
• Bruner, P., & Fingerman, M. (March 2007 – June 2007). Preventing Teen Suicide.  
Educational seminars for educators in the NJ Camden Diocese Parish schools, Camden 
Diocese, NJ.  
• Bruner, P., (September, 2008). Time Out For Parents: How Taking a Break Makes You a 
Better Parent. Educational seminar presented to parents at St. Michael’s Parish, 
Gibbstown, NJ. 
 
Publications 
• Bruner, P.  (October, 2005).  Recognizing Maternal Depression.  The Catholic Star 
Herald.
 
 
 
 
 
